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PREFACE 

This book is intended to present the surgery of the rectum 
of the present day in a practical and condensed form to 
young surgeons and practitioners, who are, I believe, now 
beginning to take a serious and practical view of the 
ailments of this part of the body. 

The first five chapters contain my original views of the 
cause and treatment of most of the inflammatory affec- 
tions in and around the rectum. These views are 
gradually becoming accepted, and when they are more 
widely known I believe they will facilitate both the 
diagnosis and treatment in these cases. 

The operation for excision of haemorrhoids has been 
described fully. My experience of this operation is now 
an extensive one, and I differ from most recent writers 
on this subject in that I believe it is, under proper sur- 
roundings, the best operation for this malady. 

The treatment of rectal ulceration has not advanced 
much since my original paper, published in 1905 ; but if I 
have convinced my readers that rectal ulceration is not 
a syphilitic condition, I shall have achieved something 
which will be of great help in the future treatment of 
this insidious disease. 

In discussing the various operations for rectal car- 
cinoma, I have endeavoured to describe those operations 
which are the least complicated and the most practical. 

With a few exceptions, all the original drawings were 
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vi Preface 

done by Miss E. Stone, who in many other ways has been 
of great help to me, and to whom I am most grateful. 

Mr. S. A. Sewell, the well-known pathological artist, 
has superintended the production of the drawings, and 
those showing the specimens of new growth, taken from 
Charing Cross Hospital Museum, are his own work 
entirely. 

Mr. H. A. T. Fairbank has kindly looked over the 
proofs. 

I hope those who are interested in what has been 
written will read the chapter on the Diagnosis of Rectal 
Diseases, which has been purposely placed at the end of 
the book. 

FRED. C. VVALLIS. 

Harley Street, London, \V., 
Decembe7\ 1906. 
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CHAPTER I 

ANO-RECTAL ULCERATION 

Ano-rectal ulceration is a term which I have thought 
best to apply to a condition which I have constantly found 
in the lining membrane of that part of the bowel which 
lies between the anus and the internal sphincter. 

This lesion is a pathological condition, which is the 
initial pathological cause of many of the ordinary rectal 
ailments. It is the cause of genuine pruritus ani, as I 
have demonstrated at various times. It is the cause of 
fissure in ano. It is the chief cause of all ischio-rectal, 
pelvi-rectal, submucous, and subtegumentary abscesses, 
and, as a natural sequence, it is the cause of all fistulae 
which are, so to speak, the residue of these abscesses. 
All tuberculous fistulae and those extensive ulcerations 
which proceed from them are due to the same cause. 

Finally, this pathological lesion is the cause of many of 
those distressing cases of infective ulceration of the rectum 
which are, I think, almost unparalleled in the pain and 
misery they cause and in the intractable position they 
present to nearly all forms of treatment, a condition 
which has been, and stiU constantly is, wrongfully put 
down to syphilis. 

It is necessary to realize in what a small space all these 

I 
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troubles originate, and a diagram (Fig. i) showing the 
proctodeum and the rectum witli a septum between 
illustrates this. 

For all practical purposes it may be said that it is in 
the lining membrane of the proctodeum that the lesions 
occur which are primarily responsible for those diseases 
of the rectum already mentioned. This lining membrane 
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is not skin, and it is not mucous membrane, and conse- 
quently it has not the tough, resisting power of the one, nor 
the vascular supply, wliich is a great power, in the other. 
Any lesion, then, occurring in this area has a small 
chance of recovery, (i) because of the scanty blood-supply, 
(2) because of the constantly altering dimensions, and 
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(3} because of the contents of the intestines which are 
constantly passing over it. 

Fig. 2 shows a normal rectum, where the fusion between 
the proctodeum and bowel has taken place,, and again 
emphasizes the small space in which these lesions occur. 

The two sphincter muscles are separated by a space of 
about I inch, hut there are some longitudinnl fibres of 
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Fig. 3.— Showing 
Small Space 

OCCUR. 



the tectum which pass across this space and penetrate 
the external sphincter. 

Fig. 3 shows the area in question more in detail, and 
what are known as the crypts and columns of Morgagni 
are well seen. These are produced at the line of junction 
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of the gut with the proctodeum, and these crypts in 
particular, when, as occasionally occurs, they form 
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Fig. 4.— Showing Three Abrasions in the Region of the 
PROCTODEtiM. The Central Abrasion is in the Most 
Common Situation. 

little cul-de-sacs, are the cause of a great deal of suffering 
if injured or torn down. 
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Fig. 4 shows the position in which these abrasions 
may occur ; but although they not unfrequently occur at 
two or three different places, the commonest situation 
is to one side or the other of the dorsal mid-Une, as shown 
in Fig. 5. 

These abrasions become covered with granulation 
tissue, and are practically chronic ulcers, which exude 
an irritating secretion, causing pruritus ani. 



Fig. 6 shows a condition in connection with these 
crypts of Morgagni which I have found to exist in cases 
of obscure rectal pain, and also in pruritus ani, and in one 
instance the submucous tracks from some two or three 
of these crypts were the seat of commencing ulceration. 
The following cases will briefly illustrate these points : 
Case i. — ^A young lady of eighteen years of age was 
seen bv me, in consultation with Dr. Percival White, in 
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July, 1905, for severe, almost paroxysmal, rectal pain, 
which was especially bad after any action of the bowel. 
Examination under an anesthetic showed a submucous j 
track about ij inches long. This was operated on, and | 
the patient has been well since. 

Case 2. — A married lady — a patient of Dr. Bridges j 
— was seen in consultation for severe pruritus and I 
rectal pain. When examined under an anaesthetic. 




Fic. 6.— Showing Three Suhmucous Tracks leading UP 

FROM MORGAGNI'S CRVPTS— A COMMON CAUSK OF SEVERE 

Rectal Pain. 

three of these tracks were seen, as well as an abrasion. 
Excision of the ring of mucous membrane was followed 
by complete recovery. 

The case illustrating the fact that these tracks may be 
the commencement of rectal ulceration will be found 
under that heading. 
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CHAPTER II 

PRURITUS ANI 

Pruritus ani is characterized by intense itching. Itching 
is the main symptom as far as the patient is concerned, 
and the persistence of this most distressing symptom 
produces a marked effect upon the patient's hfe. 

The constant irritation occurring day after day, and 
more particularly night after night, is soon associated 
with other symptoms and troubles due to want of sleep. 
Inability to work, irritability of temper, dyspepsia, and 
loss of appetite, are some of the concomitants of this 
trouble. 

The local appearance of the area aifected in pruritus 
ani is quite typical, and should at once be recognised as 
pathognomonic of the trouble. 

On inspection and comparing the affected area with the 
normal condition, it will be found that the skin margin in 
the peri-anal region has completely altered in appearance. 

Chronic irritation and constant scratching produce a 
chronic inflammation of the skin, so much so that, as in 
other parts of the body, the eventual result is a complete 
alteration in the character of the integument, which 
ceases to be true skin and loses its elasticity, because it 
becomes largely infiltrated with fibrous tissue, covered 
with a layer of epithelium. 

7 



8 Surgery of the Rectum 

A number of causes have been assigned to pruritus ani, 
and various treatments, even more assorted than the 
assigned causes, have been adopted ; but the results of 
the ordinary treatments of pruritus ani are in the main 
most disappointing, except in sHght cases, which are due 
usually to some error in diet. The trouble in itself is 
chronic. The usual treatment, even when in rare cases it 
eventually effects a cure, is so prolonged that often before 




Fig. 7.— The Anal Skin in a Case of Chronic Pruritus Ani. 



the desired point is arrived at the patient gets tired of 
it and loses confidence in his advisers, and either 
lapses into his former condition or seeks advice else- 
where. 

The chronicity and great frequency of these cases in 
the out-patient department at St. Mark's Hospital made 
me investigate for some possible cause. It was no un- 
common thing to have between fifteen and thirty patients 
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in an afternoon, some old and some new, suffering from 
pruritus ani. The old cases came regularly month after 
month, and in some cases year after year. They were 
given a variety of ointments and medicine, but I cannot 
say that any but the smallest amount of success followed 
the treatment. It was under such circumstances that I 
started investigating for a cause, and about seven years 
ago I made a point of examining every case of pruritus 
ani, both digitally and by means of a speculum, and this 
plan I have adopted ever since. 

In over 90 per cent, of the cases so examined the shallow 
ulcer mentioned was found situated usually between the 
two sphincters, more often in the posterior half than in 
the anterior, and generally near the dorsal mid-line. In 
some cases there is more than one ulcer, and, again, in 
others there are various clefts, which occasionally almost 
surround the bowel. This ulcer is not easy to recognise 
by the touch, and it requires a certain amount of practice 
to appreciate its presence. In the first place, it must be 
remembered that it is only just within the anal margin, 
and always below the internal sphincter. The smooth 
feeling of healthy lining membrane will be recognised, 
but when the finger comes on to this abraided or ulcer- 
ated surface the smooth feeling disappears, and a sUghtly 
raised margin can be felt around the rough surface. 
There is sometimes pain, but more often none, associated 
with the examination. When the speculum is introduced, 
it must be remembered that the tissues are pushed in, some 
little way, by the instrument, and therefore the ulcer will 
appear higher up than it really is. If after its introduc- 
tion the speculum is opened to its fullest extent, the in- 
experienced observer will probably not recognise the 
ulcer ; but if the speculum is only slightly opened and, 
when possible, a careful view with a head-Ught is obtained, 
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the ulcer can be clearly seen as a shallow, oval, livid 
abrasion, differing markedly, and mainly in colour, from 
the normal mucous membrane. Here, then, was a 
definite lesion, in a so far indefinite disease, and it seemed 
reasonable to believe that it might be the cause of the 
irritation. 

This lesion was first described by me as being' the 
probable cause of pruritus ani in the 5/. Bartholomew's 
Journal of 1897. The statement was made again with 
greater confidence in some lectures given at the Poly- 
clinic in 1902, and each year's additional experience 
confirms my belief that this condition is the cause of 
pruritus ani. Anal irritation is produced by many things, 
such as thread-worms, pediculi, eczema, errors in diet, 
excessive smoking, etc. ; but the irritation so produced is 
a passing one, which disappears when the obvious cause 
is removed. The condition of the parts is entirely 
different from the well-known appearance of genuine 
pruritus ani, which has hitherto proved so incurable, in 
spite of the wide range of treatment which has been 
carried out. 

Treatment. — Having regard to the fact that lotions 
and ointments had no effect on this condition, I adopted 
the following treatment among the out-patients : The ulcer 
was exposed by a speculum, and a 4 per cent, solution of 
eucaine was injected beneath the ulcer. This rendered 
the area anaesthetic, and by distending the submucous 
tissue, made the ulcer prominent. The whole of the 
ulcerated area was cauterized with an electric thermo- 
cautery. The speculum was withdrawn and a morphia 
suppository introduced and vaseline apphed over the 
cauterized area. The patient was given an astringent 
medicine, composed of catechu and opium, for two days. 
The bowels were then freely opened, and a lotion of chinosol 
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of the strength of i in 500 was injected to the amount of 
2 ounces. This injection was repeated every night and 
morning and after the bowels had acted. The external 
condition was treated by an application of resorcin oint- 
ment, 10 grains to the ounce, for a few days ; when this 
was discontinued, a warm boracic hip-bath (lasting for 
fifteen minutes) was ordered at bedtime, after which the 
skin was thoroughly dried and dusted over with some 
zinc and starch powder, and a small piece of wool was 
introduced just inside the external sphincter. 

In nearly all these cases the irritation ceases at once, 
and if proper care is taken it does not return; but 
amongst the out-patients a certain proportion cannot, 
or will not, take the trouble to carry out the above 
details, and relapses occur. If these patients are taken 
into hospital they rapidly get well. 

The treatment is far more satisfactory when the 
patients can lie up. When this is possible, it is better 
that a general anaesthetic should be given, and the patient 
is then put in the lithotomy position. The sphincter 
is moderately stretched and the involved area carefully 
investigated. When only one, or possibly two ulcers 
are seen, they should be treated with the cautery, and 
the skin around the anus should be cauterized also in 
very chronic cases. 

The patient is kept in bed, a warm boracic hip-bath 
is taken twice a day, and after the bath the skin is 
thoroughly dried and powdered with starch and zinc 
powder, and a small piece of cotton-wool impregnated 
with powder is introduced just inside the sphincter. In 
ten to fourteen days they are quite well. 

In a certain number of cases when this ulceration has 
involved nearly or entirely the circumference I have 
dissected off the whole ring of affected tissue, stitching 
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the healthy mucous membrane to the skin edge with 
quite satisfactory results. 

My experience of the result of this treatment is that the 
effect is immediate, and if the patient is properly looked 
after the cure is permanent. Some of the most satis- 
factory results have been amongst my medical confreres, 
who, it need hardly be said, had thoroughly tried every 
other known remedy. I have also heard of the results 
of others who have carried out this treatment, and these 
entirely corroborate my own experience. 

Palliative measures, in the form of some soothing or 
counter-irritating applications, are numerous, but a 
definite cure in these cases of genuine pruritus ani can 
only be obtained by the treatment already described. 



CHAPTER III 

ANAL FISSURE 

Anal fissure is an ulcer which involves the external 
sphincter. It is at times a most painful and distressing 
disease, the pain seeming out of all proportion to the lesion. 

The fissure is usually situated near the mid-line pos- 
teriorly. On inspection an ulcer can be seen which is best 
demonstrated by gently separating the buttocks (Fig. 8). 

Sometimes a polypoid tag is present, especially in 
posterior fissures. 

The fissure may be situated anteriorly or laterally, 
when the condition is not such a painful one. 

When the fissure has been in existence for some time, 
the external sphincter becomes considerably hyper- 
trophied. The hypertrophy is produced by the con- 
dition of constant spasm of the muscle. The spasm is 
caused by the pain when the bowels act, and commences 
sometimes after a few minutes, sometimes after half an 
hour or longer, and may go on for hours. 

Under such circumstances the last thing the patient 
desires is that the bowels shsll act. This in itself brings 
about an unsatisfactory condition of the large intestine, 
and eventually of the digestive tract as a whole. 

Cause. — It seems right to take this condition imme- 
diately after pruritus ani, as the cause is the same — viz., 
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an ulcer; and tite difference between the absence of pain 
in tlie one and the intense suffering in the other depends 
npcm the situation of the ulcer. 

The ulcer in pruritus ani is between the sphincters and 
vfell within the external one. In fissure the ulcer is 
situated over the external sphincter, and may actually 
involve the muscle fibres, the muco-cutaneous covering of i 
whicti is supphed with nerves from the sacral plexus and | 
branches from the piidic nerve. 



Fic. 8,— Showing an Extensive Fissure which is the 
Continuation of the Condition shown in Fiu 5. 

It is the stretching of these inflamed muscle fibres ; 
when the bowels act which causes the intense pain and j 
subsequent spasm. 

Why this condition of ulceration or abrasion should j 
occur so frequently is a matter of some interest. As has 1 
already been said, the hning membrane of the proctodeum 
is thin transitional epithehum, with a poor blood-supply, 
and when once injured, owing to its position and the 
action of the sphincters, it rarely heals. 



Anal Fissure 15 

The reason for its frequency in the posterior segment 
is, no doubt, because of the sharp backward curve which 
occurs at the last part of the rectum. 

It is said that one of the causes of fissure is syphihs. 
Cases of fissure, no doubt, occur in people with syphilis, 
but that the fissure is due to the syphilis I do not believe. 

Treatment. — The only certain cure for a typical fissure 
is incision. A straight cut is made through the base of 
the ulcer, and is continued until the outer part of the 
sphincter is divided completely, and the skin incision 
should be continued for nearly i inch beyond this. Any 
overhanging edges of mucous membrane or skin should 
be trimmed off, and the incision should be kept open by 
a small piece of gauze. The bowels are confined for two 
days, and during that time the gauze is left in situ. 
When the bowels act on the third day, the gauze comes 
away. The wound is cleaned with some boracic or per- 
chloride lotion, and a piece of boracic lint is inserted. 
This process is repeated daily until the wound has healed. 
A warm boracic bath is taken daily, and the bowels are 
kept relaxed. 

The patients are kept in bed for at least a week, and 
continue in the horizontal position until the wound has 
healed, except when taking the bath, or when the 'bowels 
act, etc. 

The operator's personal attention should be given to 
the condition of the wound until it has thoroughly healed, 
and anything like constipation must be avoided for some 
time after the wound has healed. 

The incision, by putting the sphincter out of action, 
gives immediate relief, and although some slight pain 
occurs when the bowels act for the first time, beyond this 
the relief from pain is immediate and permanent. 

If, however, owing to the patient's surroundings, this 
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course is not possible, the following plan may be adopted. 
It is one which I have carried out now many times at 
St. Mark's among the out-patients, and also occasionally 
in my private practice under stress of circumstances : 

The patient, if a male, is put in the genupectoral 
position : the region of the fissure is exposed by holding 
the buttocks apart. Eucaine hydrochlorate (4 per cent.) 
is injected subcutaneously, commencing nearly i inch 
away from the anal orifice, and gradually the needle is 
pushed further in until the whole of the base of the 
ulcer has been rendered anaesthetic. A small scalpel is 
taken and a straight incision made in the line of the 
fissure, going through the posterior part of it, and freely 
dividing the posterior half of the sphincter muscle. A 
small vessel is frequently divided by the incision, but it 
is seldom necessary to ligature this. Firm pressure with 
a pad of wool steeped in adrenalin or hot hazeline and 
water, soon checks the haemorrhage. The incision is 
packed with wool saturated with i in 500 perchloride. 
Some ordinary wool is placed on this and a T-bandage 
applied. The subsequent treatment is the same as above. 

The operation can be rendered almost bloodless as 
well as painless if the following combination is injected : 

yS-eucaine hydrochlorate (4 per cent.) . . 9 parts. 
Hemisine solution (i in i,oooj . . . . i part. 

The above method is the only certain way of curing this 
troublesome complaint. Various other forms of treat- 
ment have been suggested and undertaken, but unless 
the case is a very slight one, no good is derived from 
them, and, in fact, some of them cause positive harm. 

The only one of these worth considering is stretching 
the sphincter. If this is sufficiently done, the effect of 
it may last for about ten days, during which period the 
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fissure — which is stretched or torn at the time — may heal 
up. In slight cases this may answer, but there is an ele- 
ment of uncertainty about it, especially as the sphincters 
in these cases are both hypertrophied and irritable, and 
soon recover power. 

When one plan is a certainty and the other is not, there 
should be no doubt which to adopt. 

The application of silver nitrate, nitric or carbolic 
acids, etc., can be only harmful when the ulcer is already 
inflamed ; and although this treatment is advocated in 
books on this subject, I cannot recommend it. The 
advantage is slight or nil, and more often than not the 
result is an increase of pain. 

When the fissure is seen in its early days — that is 
when there is only a slight abrasion in the mucous mem- 
brane, and no surrounding inflammatory condition or 
hypertrophy of the sphincter — it is possible to effect a 
cure by the application of some subchloride of mercury 
ointment made with lanoline to the strength of 10 grains 
to the ounce. With this local application and the 
administration of some laxative medicine, such slight 
cases as these get well. A great many varieties of some- 
what fanciful treatments have been advocated from time 
to time, and I should like here to refer to a paragraph 
in the epitome of current medical literature in the British 
Medical Journal of March 15, 1902. Here, under the 
heading of ' The Treatment of Anal Fissure,' Gussen- 
bauer is said to advocate stretching the sphincter as 
being superior to all other methods. Incision is said to 
be a serious operation, in which considerable haemorrhage 
is unavoidable, and that there is danger of septic infection. 
Then, after describing the methods of stretching the 
sphincter, this final statement occurs : * Local anaes- 
thesia of the mucous membrane is useless.' If I refer to 

2 
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my own statistics and to those of some of my colleagues 
at St. Mark's, I should say as definitely as Gussenbauer 
almost to the exact contrary. On the few occasions that 
the sphincter has been dilated the result has been either 
a very small benefit or none at all, whereas when the 
sphincter has been divided, whether with or without 
previous stretching, the cure is absolute and relief of pain 
is practically immediate. As to the haemorrhage being 
considerable, I have never seen it. Almost invariably 
a small branch of the inferior haemorrhoidal is divided ; 
but what hccmorrhage there is is easily controlled by pres- 
sure, and failing this, the application of a small quantity 
of adrenal extract acts immediately in checking it. As to 
the statement that local anaesthesia is useless, I have now 
for over three years used eucaine locally in hundreds of 
cases, and always found that when properly used the 
effect is perfect. 

When a well-marked fissure comes under observation, 
no time should be lost in dealing with it in a thorough 
and effective method. Such treatment gives the patient 
immediate relief, and. the possibility of septic inflamma- 
tion spreading to the ischio-rectal fossa is avoided. 

As will bo shown later, some such initial lesion as this 
is always the starting-point of all peri-rectal abscesses 
and fistuke, and the two following cases show what 
damage can bo done in a few days, necessitating extensive 
operations and a j)rotracted convalescence. 

K. (i., a girl aged eighteen, came to my out-patient 
department at St. Mark's on September i6, 1896. She had 
pruritus ani and a fissure, for which she was given some 
medicine and ointment, and her name was put down for 
her to coint^ in as soon as j)ossible. She attended once after 
that, and tluMi her mother came up asking for medicine, 
saying the girl was too ill to move. On inquiry it was con- 
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sidered advisable to get the patient to the hospital, and she 
was brought in a cab in the course of an hour. It was at 
once evident that the girl was extremely ill. Temperature 
103° F., quick pulse, furred tongue, and anxious expression. 

On examination a large bilateral ischio-rectal abscess 
was found, with widespread inflammation of skin. Pus 
of the most foul odour escaped from the bowel. The 
abscess was opened on one side, and the tension relieved 
there and then, and the girl came into hospital, where two 
days later the abscess was very freely opened, and a com- 
plete rectal examination was made under an anaesthetic. 
A large internal opening was discovered well above the 
internal sphincter. 

The patient was discharged on November 23, 1896 ; 
readmitted in February, 1897, f^^ ^ fistula — the remains 
of the large abscess — and was discharged cured on 
April 3, 1897, the whole treatment going over a period of 
six months. 

The other case was that of a man aged forty-nine, who 
attended the out-patients' department for a fissure about 
thi^e weeks previous to his admission on February 20, 
1897, when he came to the out-patients' department with 
an enormous ischio-rectal abscess, which was at once 
freely opened. A sinus ran up alongside the bowel for 
nearly 6 inches. The patient was sent to the wards. 
Temperature on admission was 101*6° F., but normal next 
day. On February 26 the temperature began to rise, and 
on March i it reached 103° F. On this date a collection 
of pus at the upper end of the sinus burst into the rectum. 
The temperature came down gradually to normal. On 
March 8 I operated on him, laying the whole sinus and 
track freely open from the outside. There was a large 
internal opening high up. The wound was packed for a 
few days and then fomented. 

2 — 2 
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From now on the man made a steady recovery, the 
internal opening heaUng up with the gradual contraction 
of the wide external operation wound. He was dis- 
charged well on June 5, 1897, having been in hospital 
four and a half months, and has remained well ever 
since. 

The sequence of events in these two cases I take to be as 
follows : 

On account of the pain which follows the daily evacua- 
tion, patients put off the evil moment as long as possible. 
The lower bowel becomes loaded with most septic material, 
which starts by infecting the fissure, and so getting into 
the subcutaneous tissue. Very soon the ischio-rectal 
fossa becomes infected, and here, owing to the peculiar 
conformation of the fossa, a large amount of pus may 
accumulate before any sign of tension makes the patient 
feel that it is necessary to ' see someone.' By the time 
that point is arrived at the whole of one or both fossae 
may be tense pus sacs, and, as happened in both the cases 
related above, the bowel may give way high up. In these 
cases quoted both the high internal openings closed,' but 
it is not the fortune of every case to have such a good 
result. 

Tliese cases have been quoted because they illustrate 
strongly that the less delay there is in the treatment the 
better. It must not be imagined that every case of 
fissure may be ultimately complicated in this manner. 
Hut with these examples before one, and having regard to 
the usual symptoms, which are in themselves quite bad 
enough, when once the trouble is diagnosed there should 
be no dt*lay in the simpU^ and effective operation, which, 
when properly done, invariably cures the patient. 



CHAPTER IV 

RECTAL AND PERI-RECTAL ABSCESSES CONNECTED 
WITH THE RECTUM AND ANUS 

Abscesses in connection with the rectum originate with 
rare exceptions from an infection of that abrasion of the 
last part of the rectum, which, as has already been stated, 
is the cause of pruritus ani and of fissure. ^ 

Intact mucous membrane and skin form a most 
efficient armour against infection, but a lesion is a weak 
spot which is taken advantage of by the ever-active 
micro-organism, and so an abscess is produced. 

Dependent upon the line of invasion, the abscess may 
be subtegumentary, ischio-rectal, submucous, or pelvi- 
rectal. 

' The statement that the majority of these abscesses 
originate from an infection of a chronic abrasion has 
been arrived at after investigating a large number of cases. 

The fact is best demonstrated when a small posterior 
tegumentary abscess exists. If the abscess is opened from 
the skin, a probe can easily be passed superficial to the 
sphincter, and through into the bowel. If now a speculum 
is passed into the rectum, it will be seen that the probe 
has passed through an ulcerated area situated in or near 
the mid-dorsal line. 

In cases of submucous abscess, if the sphincter is 
dilated, and a speculum introduced, and pressure is 
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made on the submucous swelling, pus will be seen to 
come from an inflamed area, situated between the 
sphincters, and through this a probe can be passed into 
,the abscess cavity. 

The following case is an example of this : 

A married woman was sent to me with a history of an 
anterior fissure, for which she had undergone operation ; 
but the pain suffered was still bad, lasting for hours 
after the bowels had acted. Examination made under 
an anaesthetic showed the condition of the anterior fissure 
to be quite satisfactory, but there was a swelling as large 
as a hazel-nut on the right side over the internal sphincter. 
The sphincter was dilated, and the mucous membrane 
pulled down, when a small abraided spot was seen just 
at the junction of the proctodeum and bowel — the usual 
place. 

A fine probe was passed easily into the swelling, which 
was a submucous abscess. When this was operated 
upon, there was immediate relief of the pain. 

The result of the majority of rectal and peri-rectal 
abscesses is a fistula, and the fact that this is not usually 
recognised often leads to a large amount of discontent 
on the part of the patient, who, after the abscess has been 
opened, cannot understand why weeks, months, and even 
years after the wound is still unhealed. 

Suppurative folliculitis occurs in the peri-anal region, 
as well as in the axilla, and is a painful malady, requiring 
active treatment ; but it is limited to the region of the 
hair follicles and sweat glands, and must not be mistaken 
for a peri-rectal abscess, which is a collection of pus 
originating from an infection of the rectum. 

There are four recognised forms of abscess in this 
region — namely, (i) subtegumentary, (2) submucous, 
(3) ischio-rectal, (4) pelvi-rectal (Fig. 9). 
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The subtegumentary abscess is quite superficial, and 
lies between the sphincters and the skin. 

The submucous is also superficial, and is between the 
mucous membrane and the internal sphincter, around the 
upper margin of which it often tracks (Fig. 10). 

The ischio-rectal abscess passes out between the 
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Fii;. q. — Absce.'^sk.s. 
I, Subtegumentary ; 2, submucous ; 3, ischio-rectai ; 4, pelvi-rectal. 

sphincters, fills up the ischio-rectal fossa, and becomes 
prominent beyond the external sphincter. 

The pelvi-rectal, the most serious of all, is situated 
between the levator ani and the internal sphincter 
muscles, and because of its position may cause con- 
siderable damage before it is recognised. Figs. 11 and 12 
show the position of these abscesses. 

The symptoms in cases of rectal abscess are pain 
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and swelling, causing local discomfort. There is often 
a rise of tcnipcraturo. In tlir pelvi-rectal variety the 




Pelvi-rectat abscess ; z, ischiorectal abscess. 



patients may be seriously ill, and exhibit marked signs 
of toxic absorption. 
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When the abscess is unilateral, the asymmetry is 
obvious ; but when both sides are involved, this is not 
so, and I have seen a large double abscess overlooked 
on this account. 

Treatment. — The great point is to make the incision 
free enough. Cases are so often seen where an abscess 
has been opened by quite a small incision, which certainly 
relieves tension, but is ineffective as far as drainage is 




, and the various pockets which occur ui these 
cases, not being drained, continue to extend and multiply. 

When the abscess has been opened under a general 
anaesthetic, any pockets or tracks should be broken 
down or enlarged, and as far as possible one large cavity 
made. This is thoroughly irrigated at the time with 
sahne solution. 

The cavity is then packed with cyanide or iodoform 
gauze, and a fomentation is applied externally. The 
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packing is removed after forty-eight hours, and the cavity 
thoroughly irrigated with peroxide of hydrogen, after 
which the now much diminished space is lightly repacked 
with gauze. 

After a few days of this treatment, with the addition 
of a warm boracic bath at night, there is only a narrow 
track left to heal up ; and in quite rare cases this may 
happen, but it is not wise to expect it. The general rule, 
as has been already said, is that these cases end in a 
fistula. 

The treatment of the submucous abscess differs some- 
what from the above, and is a matter of importance. 
If, as is ordinarily done, the abscess is opened by incising 
the superjacent mucous membrane, a protracted con- 
valescence ends in an unsatisfactory result. Owing to 
the contraction of the sphincters, the drainage is not 
efficient, and when the abscess has healed there will 
probably be prolapse of the mucous membrane. 

The best way to treat a submucous abscess is to dilate 
the opening, then pass a hooked director through the 
opening, and pull until the end can be felt through the 
skin. Incise the skin over this, and pass a straight 
director through to the internal opening, and divide 
everything lying above the director. By this the 
external sphincter is divided ; the abscess cavity can be 
thoroughly explored and treated with only slight (and 
this is a matter of great importance) damage to the 
mucous membrane ; also the best drainage is obtained. 

The same method should be adopted in the pelvi-rectal 
abscess. In both these cases the incision should divide 
the external sphincter, and as free an opening outside 
this as is thought necessary may be made ; but the internal 
sphincter muscle, levator ani muscle, and mucous mem- 
brane must not be interfered with. 
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Small abscesses, due to a suppurating external haemor- 
rhoid, occur around the anal margin. They are extremely 
painful, but relief is obtained by incision and a free removal 
of the skin edges. 

In such cases a general anaesthetic is not necessary, 
but an injection of eucaine may be given with advantage, 
and if the patient is nervous the area can first be frozen 
with ethyl-chloride. 

A J-grain morphia suppository should be introduced 
into the rectum to diminish the after-pain caused by the 
incision. 

A warm boracic bath once or twice a day will be found 
to be of the greatest comfort to the patient, and a material 
help to the healing of the wound in these cases, and, 
indeed, in most rectal cases. 



CHAPTER V 
RECTAL FISTULA 

Fistula arc the result of an infection which originates 
in the bowel. This may be caused by the bacillus of 
tubercle, the Bacterium coli commune, or a combination 
of the latter with pyogenic cocci. 

Fistulae due to tubercle will be discussed separately, 
and the following remarks apply to non-tuberculous 
fistulae only. 

As has already been stated, the majority of rectal 
and peri-rectal abscesses end in fistulae, and it will 
not be too much to say that all fistulae are preceded 
by a larger or smaller collection of pus, the result of 
infection. 

The extent of a fistula depends upon : 

1. The size of the original abscess. When the abscess 
is situated in the ischio-rectal fossa, or is a pelvi-rectal 
one, it may attain a considerable size before attention 
is paid to it, and the extent of the resulting fistulous 
track will be in some proportion to the size of the original 
abscess. 

Extensive fistulae nearly always involve the ischio- 
rectal fossa. 

2. The degree of patency of either the internal or 
external opening. The infection may track up towards 
the mucous membrane or outwards towards the skin. 

28 
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When a certain amount of pus has accumulated, the ten- 
sion in a moderately large internal opening overcomes 
the resistance, and some pus escapes, relieving the symp- 
toms for the time being. When there is a reaccumula- 
tion, the track may continue in the same lines, or branch 
off in some other direction. The same thing may occur 
if there is an external opening, from which the drainage 
is not efficient. 

3. The virulence of the infecting micro-organisms. This 
varies to a considerable extent, and the effect depends also 
upon the condition of the patient. The two cases quoted 
under ' Anal Fissure ' show how rapidly a large area can 
be involved, and what an extensive fistula is left after 
the acute abscess has been treated. In other cases, 
especially where the ischio-rectal fossa is not involved, 
the fistula may have existed for some time, and only a 
small track be found. In the ischio-rectal region the 
mixed infection of Bacterium colt commune and strepto- 
cocci rapidly involves the ischio-rectal fat, which is 
almost non-resistant, and considerable destruction is 
brought about in a comparatively short time. When 
the streptococci are either absent, or present only in a 
small proportion to the Bacterium coli commune^ the pus 
accumulates more slowly, and the surrounding tissues 
having greater resisting power, they gradually form a 
hard fibrous ring of resistance, which can be readily felt 
on examination. 

The Varieties of Fistulae. — ^When there is an external 
and internal opening, the fistula is called complete 

(Fig- 13). 
When there is no external opening, the fistula is called 

internal (Fig. 14). 

When the fistula tracks round the margins of the 

sphincters, as it frequently does, either anteriorly or 
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posteriorly, it is called an anterior or posterior horseshoe I 
fistula, or scmi-horseshoe fistula, according to the extent 





;. 14.— This should be compared with Fig. 9, as 
SHOWS THE Tracks lekt by the Abscesses. The Two ] 
Upper Tracks are Internal Fistul^e. The Lower is | 
AN External One. 

to which the anterior or posterior segments are involved ] 
(Fig. 15). 
All fistulse originate from an infection of a pre-existing 
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abrasion or ulcer, which is always situated between the 
sphincters ; consequently, practically all fistula have 
originally an internal opening between the sphincters. 
(Fig. 16). 

There may be another opening into the bowel higher 
up, but that is secondary. It is important that this 
should be appreciated, as the treatment will show. 

Diagnosis and Treatment. — The diagnosis of a fistula 




is usually an easy matter, especially when the tistula is 
complete. 

When this is the case, if the tissue intervening between 
the bowel and the external opening is palpated and com- 
pared to the other side, an indurated area, feeling like the 
stem of a pipe, will be found running towards the bowel 
on the affected side ; and a probe passed in at the external 
opening will pass along the indurated track towards the 
internal opening, which can usually be easily felt when 
the finger is introduced into the rectum, and which, it 



32 



Surgery of the Rectum 



miist be remembered, is practically always between the j 
two sphincters. 

It is not necessary for diagnostic purposes to pass the I 
probe from the external to the internal opening. In long- ■ 
standing cases the calibre of the track may be quite I 
small, and the internal opening a potential one only. J 
Under such circumstances probing is a painful matter. 
It is sufficient to be assured of the indurated cord passing 




Fig, i6.— Diagram showing ORl^.i^fA!- Abrasion (i) and 
Various Tracks from this. 
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from the external opening towards the bowel. The more 
thorough investigation can be carried out under an 
anaesthetic at the time of the operation. 

Internal fistulas, not being so obvious, are frequently 
overlooked, mainly because a digital examination of the 
rectum is not made. This should never be omitted. 

The symptoms usually complained of are pain during 
defalcation, which may continue for some time after, and 
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associated with this there may be a purulent or blood- 
stained discharge. 

On examination an obvious swelling or indurated track 
can be felt, and this is more obvious when the tissues are 
compared with the opposite side. 

An internal fistula may be submucous or interstitial. 
In the former case the track passes from the internal 
opening between the muscular and mucous coats, and 
may reopen into the bowel higher up. In the latter it 
passes under the internal sphincter, and tracks round its 
upper margin (see Fig. 14). 

Horseshoe fistulae have usually only one internal open- 
ing between the sphincters, but there may be one, two, 
or more external openings. The extent of the fistula is 
easily estimated by bidigital examination. 

Treatment. — A complete straight fistula may heal after 
the simple passing of a probe. One or two cases with 
this happy termination have occurred in my own practice, 
but it is so rare that the possibility of such an occurrence 
is not to be counted on. 

Conservative methods, such as the injection of nitrate 
of silver or carbolic acid, etc., are advocated by some, 
and apparently extensively used ; but usually little, if any, 
time is saved by these measures, and the possibility of 
grave harm occurring is well illustrated by the following 
case : 

A man, twenty-eight years of age, and perfectly healthy 
in other respects, underwent operation for a small anterior 
horseshoe fistula, the result of an abscess three months 
previously. The fistula was laid freely open, and for the 
first fortnight the wound appeared to be healing well ; 
then an increase in the rectal discharge aroused sus- 
picion of further burrowing, and a small sinus at the 
left end of the wound communicating with the bowel 
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was discovered. With the idea of saving the patient 
further operation, it was decided to inject a solution of 
nitrate of silver into the sinus. Accordingly, 5 or 6 
minims of a 30 grains to the ounce solution were injected. 
No pain or discomfort followed the injection, but the 
sinus still remained the same, so a week later another 
injection of the same quantity of the same solution was 
given. This was followed in a few hours by considerable 
pain and a slight rise of temperature. During the next 
twenty- four hours the temperature rose to 104° F., the 
rectal pain increased, and the patient complained of 
pain in the left iliac region, which on deep palpation 
was tender. At this stage rectal examination, although 
painful, revealed no physical signs of abscess. The pain 
and temperature continued, and the patient appeared 
desperately ill, and forty-eight hours later there was 
definite redness in the left buttock and a feeling of fullness 
in the left posterior side of the rectum, the rectal wall 
being bulged in about i| inches from the anus. An 
anaesthetic was administered, and the left ischio-rectal 
fossa was laid freely open. A large quantity of most 
foul pus escaped, and on passing the finger into the 
ischio-rectal fossa it was found to communicate by a 
small hole at its upper end with a larger abscess cavity 
on the left side of the rectum, into which a probe could 
be passed for 4 inches — a pelvi-rectal abscess. The 
opening into this was enlarged, the sphincter divided to 
allow freer drainage, a rubber tube put in, and the cavity 
washed out with a i in 1,000 perchloride of mercury 
lotion. The patient's general condition improved almost 
immediately : the temperature came down and the pain 
disappeared. The local condition, however, was still 
alarming. Practically the whole of the left buttock 
was a spongy mass, exuding pus of a most foul odour. 
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to allow the freer escape of which it was found neces- 
sary to enlarge the original incisions a few days later. 
Charcoal poultices were applied, with markedly bene- 
ficial results, and the wound and abscess cavity 
syringed out with hydrogen peroxide. At the end of 
a fortnight the wound was looking clean and covered 
with healthy granulation tissue, and the patient's general 
condition was excellent. The healing of the wounds, 
however, occupied more than six months, the pelvi-rectal 
abscess cavity being packed daily with gauze and 
gradually healing by granulation. 

What happened in this case was as follows : 

A small sinus had either developed later or, possibly, 
had been missed at the original operation, and the 
injection of even the weak solution of silver nitrate 
used had been sufficient to set up an intense inflamma- 
tion in the peri-rectal tissue, with the formation of a 
pelvi-rectal abscess, which abscess had subsequently 
invaded the ischio-rectal fossa. This would account for 
there being no physical signs of abscess until some days 
after the injection. 

An interesting fact in this case, and an extremely for- 
tunate one, is that, in spite of the free division of the 
sphincter, the patient regained complete sphincter con- 
trol. 

The possibility of such a calamity is a serious objec- 
tion to this method, which should not in any case be 
undertaken without a knowledge of the risks. 

The treatment of a simple sinus by scraping, by 
injecting nitrate of silver, or by the application of pure 
carbolic, is well known ; but in a rectal fistula there may 
be one or more branching tracks which, by the inflam- 
matory action of the irritant, become closed to the main 
track, and a rapid and extensive infection supervenes. 

3—2 
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The treatment of fistula by means of an elastic ligature 
is a method which, from a practical point of view, it is 
scarcely necessary to discuss. It was advocated at a time 
when ' the use of the knife ' was not unfrequently fol- 
lowed by unfortunate results ; but in the methods of 
to-day such results should not be possible. 

The only circumstance in which this treatment might 
now be of use is if a haemophilic subject has a fistula; 
but even the passing through of an elastic ligature is not 
an entirely bloodless operation. 

The operations for fistula are excision or incision. 
Excision of a fistula is only advisable in a straight track, 
or in a fistula of small dimensions ; but there is not much 
object gained by doing this unless it is intended to 
close up the wound by means of sutures at the same 
time. 

Even under most careful hands this operation, how- 
ever skilfully carried out, is likely to fail, because of the 
difficulty of obtaining an aseptic wound which will heal 
by first intention. The track itself is septic, and the 
tissues round are infected to a greater or lesser extent. 
In addition to this, there is the possibility of reinfection 
from the bowel. 

If the operation succeeds, the patient is well in ten days ; 
but if the wound breaks down, the state of things is 
unsatisfactory, and healing may be delayed because of 
the formation of new sinuses. 

In the few chosen cases in which I have done this 
operation the success has been limited. In one case the 
healing was complete, and the patient left the hospital 
on the ninth day. In two other cases the external parts 
of the wound healed, but the inner part near the bowel 
broke down, and had to be partially laid open, and in the 
way of time nothing was gained. 



Rectal Fistulae 



37 



In excising a fistula the method must differ according 
to the depth of the fistula. When the sinus is not deep, 
and the fistula is a complete one, a malleable silver 
probe is passed along the track, and the end in the bowel 
is brought outside and turned up with sufficient length 
to be able to pull on it. The whole sinus is now carefully 
cut out, the under surface of the probe being the guide 
to the depth of the incision. The wound is temporarily 
plugged with some wool saturated in i to i,ooo biniodide 
solution, except the part near the bowel. 

A flap of healthy mucous membrane is now dissected 
up, and held out of the way, whilst the part of the 
incision lying immediately under the flap is brought 
together by one or two buried catgut sutures. 

The flap of mucous membrane is next brought down 
and sewn to the skin edge with fine catgut. 

The two surfaces of the incision external to this are 
brought together by silkworm gut sutures, which do not 
pass through the skin. 

It is better not to approximate the skin edges, as it is 
practically impossible to get the skin surgically clean, 
and also any serous exudation has a ready escape. A 
drainage-tube, 4 inches by ^ inch, is passed into the 
bowel, and kept in position by being packed around 
with iodoform gauze. The wound is dusted with 
iodoform powder, and dressed with dry iodoform gauze, 
the aim bemg to keep the wound as dry as possible. The 
tube allows the passage of flatus, and the gauze around 
it prevents mucus exuding on to the wound. 

The bowels are not aUowed to act for five days, by 
which time the flap of mucous membrane has been united 
to the underlying tissue, but probably when the bowels 
_ act there will be some separation of the skin and mucous 
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The silkworm gut sutures are taken out on the eighth 
or ninth day ; but as they have not been passed through 
the skin, they can be left in longer without any risk, if 
considered desirable. If, however, things have gone 
well, the wound should be healed by the ninth day. 

When the fistula lies more deeply, it is better to lay it 
open and then dissect out the track, bringing the deep 
surfaces together with buried catgut sutures, and 
completing the rest of the operation as above. But it 
is not an operation that I can recommend. 

The large majority of fistulae are best treated by free 
incision. 

In the ordinary straightforward fistula, which is merely 
a straight track running from the external to the internal 
opening, all that is necessary is to pass in a probe-pointed 
director along the track, bringing the point out at the 
internal opening, and then further pushing it until the 
point of the director can be brought outside the bowel 
again, thus exposing the whole track outside the bowel. 
A curved, sharp-pointed bistoury is passed along the 
director, and the superjacent structures are divided. 
Careful search is then made for any further burrowings or 
tracks which may exist, and these must be laid open. 
The haemorrhage, which is at times quite sharp, is 
nearly always checked by packing. Another point which 
must be carefully looked to is that no prolapsing piece 
of mucous membrane or skin shall fall down into the 
incision made. Should this occur the piece must be re- 
moved ; otherwise healing will be considerably retarded. 
Let me repeat that the original internal opening is always 
situated between the two sphincters. Occasionally there 
is another opening higher up, which may exist some inches 
above the internal sphincter, and up to \^hich a director 
will readily pass ; but in all these cases this high opening 
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is a secondary matter, and not the original opening. It 
is a serious question what should be done under these 
circumstances, for if all the intervening tissues between 
the external and this high-placed internal opening are 
divided, necessarily both sphincters will be divided, as 
well as some portion of the levator ani. The result of 
this is temporary incontinence at all events, and possibly 
this lamentable condition may become permanent. 
Moreover, the whole of this divided area must granulate 
up, and the ultimate fibrous-tissue contraction produces 
constriction, if not a stricture, and this is in addition to 
any possibility of ftecal incontinence. It seems to me, 
therefore, that every and any method should be tried 
before this is taken into serious consideration, if, indeed, 
it is ever desirable to do so. My own practice has been 
always to avoid dividing these high-lying internal 
openings, and I do not hesitate to say that in these cases 
free incision externally, accompanied by the division of 
the original track, the internal opening of which will be 
found between the sphincters, and the careful and 
systematic packing of whatever cavity or track leads up 
to any second high-lying internal opening, will eventually 
be found to prove effective. It may be that the treat- 
ment in a case of this kind will extend over many months, 
but if the ultimate result is a cure the time will have been 
well spent. 

The following is an example of this : 

A patient weighing 22 stone came to me with a large 
ischio-rectal abscess. When this was opened, a track 
was found, which ran up to the bowel, 7 inches in length. 
The original internal opening was between the sphincters, 
and this was laid open, the incision being extended 
freely out on the buttcok ; the high-lying track was 
packed. The rest of the wound healed, and the track 
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was treated for a little over twelve months, when it healed, 
and has now remained perfectly sound for over seven 
years. 

The horseshoe variety of fistula is treated very much 
on the same lines as the one which has just been described. 
The direction of the track can be made out by palpation, 
and when the fistula is laid open the whole of this track 
must be treated by free incision, scraping, and careful 
packing. It is desirable to only divide the external 
sphincter in one place. Occasionally in horseshoe fistula 
there are two separate openings between the sphincters, 
but only the worst of these should be laid open to start 
with, as the double division of this muscle causes often 
permanent weakness of its controlling power. 

Internal fistulae when subtegumentary are easily dealt 
with by passing a director into the internal opening, and 
making a counter-opening on the end of the probe director, 
which is then pushed through the track ; a curved bistoury 
passed down the groove of the director lays open the 
fistula. 

Unless the fistula is a trifling affair, which will heal in 
two or three days, it is better to divide the sphincter for 
purposes of drainage ; otherwise the pus accumulates in 
the rectum, and a septic condition may result. 

When the track runs underneath the internal sphincter, 
or when the fistula extends up for some length under the 
mucous membrane, it is far better not to lay open the 
fistula from within. The drainage is inefficient, the heal- 
ing is prolonged, and the result is often unsatisfactory, 
because of the prolapsing of the mucous membrane. 
A bent director is passed into the internal opening and 
pulled backwards ; an incision is made on to the director 
point which is then pushed on through the incision, and 
the superjacent tissues, including the external sphincter, 
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are divided. Careful investigation with tlie probe and 
iinger will indicate the direction and extent of the track, 
which is enlarged by dilatation and sometimes by an 
incision on the side away from the bowel, and the mucous 
membrane and internal sphincter are not interfered 
with, and any side tracks are dilated and drained into 
the external opening, which is made as free as possible. 

An interstitial internal fistula is made a complete one 
by cutting on to the end of a probe passed into the 
internal opening, after which the intervening tissues are 
laid open in the ordinary way. 

It is, then, suggested that all internal fistulfe should be 
made complete, and then treated in the same manner. 

In long-standing cases it will often be found that the 
internal sphincter is surrounded by and infiltrated with 
the products of chronic inflammation. In these cases 
above all others it is particularly desirable that the 
internal sphincter shall be interfered with as Uttle as 
possible. 

The after-treatment is simple enough : the sometimes 
extensive wound must be kept thoroughly clean and 
carefully packed at least once a day ; when possible 
the dressing should be applied twice a day. In addition, 
a daily warm boracic bath, in which tlie patient sits for 
twenty minutes or more, is a great help in the heaflng of 
these cases. There is one thing to beware of in the treat- 
ment of these listuls, especially when, from the size of 
the wound, the grajiulating process is a long one. It is 
what is known as ' bridging.' By this is meant that, 
owing to some portion of the granulation tissue breaking 
down and the layer of tissue above remaining sound, a 
cavity is left, and all the rest of the wound may heal up with 
the exception of this broken-down track ; the result being 
that the patient's condition is exactly as it was before 
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the operation commenced, and the whole wound must be 
opened up again. In order to avoid this the packing 
should be always carefully and thoroughly applied, and 
careful probing and pressure should be made, especially 
after the first ten days, to discover whether the probe 
will pass into any bridged-over cavity, or whether any 
pus existing in a cavity can be pressed out. If such is 
discovered, the overlying granulations are easily broken 
down with a stout probe or cut with scissors, and packing 
is then adjusted to the bridged-over cavity. This most 
essential precaution should always be carefully undertaken. 
One o^her point in the after-treatment of these cases 
is the form of dressing which must be used. It will 
be found after a certain number of days that the 
wound gets tired, so to speak, of any particular lotion 
or dressing, and does not respond to it as when it was 
first applied. Therefore the changes are rung between 
two or three different applications. Peroxide of hydrogen, 
red lotion, chinosol, solutions of mercury, are all good in 
their way, and for a time, as lotions. Iodoform gauze, 
cyanide gauze, and sterilized lint soaked in one of the 
afore-mentioned lotions are also useful. 



Fistula due to Tubercle. 

The onset of a tuberculous fistula is quite different 
from that which has just been discussed, which is in- 
variably preceded by an acute abscess. 

Tuberculous fistulae commence insidiously, and often 
are not brought to the surgeon's attention until the con- 
dition is far advanced. The condition is much more 
common in men than in women, and this is the rule with 
regard to fistulae in general. 

Usually pulmonary tuberculosis is present, and the 
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patient presents the characteristic features which are 
commonly present in tuberculous conditions. 

The local appearances show considerable undermining 
of the skin, which has a livid appearance around the 
affected area. There is httle or no induration. The 
internal opening is often large, ragged, and ulcerated. 

Tuberculous tistulie commence, like the others, at the 
junction line of the proctodeum and the gut, and an 
abrasion here is a weak spot, which is promptly taken 
advantage of by the bacillus of tubercle, and a quiet pro- 
gressive invasion and destruction of tissues may go on 
for a considerable time without much attention being paid 
to it, unless a septic condition supervenes on the tuber- 
culous one, in which case the symptoms at once become 
urgent to the patient. 

Tubercle bacilli are usually present in large numbers 
in the faeces in debilitated tubercular subjects, and the 
abraided surface over which the intestinal contents pass 
forms a receptacle for the bacillus, and thus the tuber- 
culous fistula commences in a similar manner to that 
caused by pyogenic cocci. 

Treatment. — Various opinions have from time to 
time been expressed as to the treatment of these 
patients. 

No operation should be undertaken until a definite 
opinion has been given by a physician as to the state of 
activity of the lung trouble. 

In the past the opinion of physicians has been against 
any operation being performed for the local relief of these 
patients, on the belief, apparently, that the lung trouble 
waxes and wanes in inverse ratio to the condition of the 
fistula, and that if the fistula is healed, the activity in the 
progress of the disease in the lung is considerably in- 
creased. 
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This is a general statement which was made, but upon 
what grounds I have not yet been able to ascertain. 

That a progressive ulceration, very slow in character, 
in this particular part of the body should have any effect 
except a bad one upon the general condition of the 
patient, and thereby affecting the local lung condition, 
seems to me unreasonable. 

Many instances might be given where operations have 
been carried out in other parts of the body in a phthisical 
subject without any apparent increase of the pulmonary 
trouble. 

No surgeon, except in an emergency, would undertake 
any operation upon an individual who was suffering from 
progressive phthisis, or whose condition was such that 
any operation might start the lung affection into greater 
activity. 

The first essential in the question of operation is that 
no general anaesthetic shall be given. Various instances 
have been recorded where acute lung mischief has been set 
up after more or less prolonged general anaesthesia when 
a patient suffering from phthisis has been operated on. 

The next important point is that the patients shall not 
lie up, but after a short interval of rest they shall get 
about. These two general principles I have always acted 
upon in dealing with tuberculous fistulae, and I cannot 
recall that anything but good has been the result of the 
treatment. 

The local treatment consists of injecting eucaine sub- 
cutaneously, laying open the fistulous track, scraping away 
any broken-down tissue that exists, and cutting off any 
overhanging skin. Another application on the surface 
thus treated is made with eucaine, and then either pure 
carbolic or pure lactic acid is applied freely over the whole 
area. 



Rectal Fistulae 45 

After two or three minutes' exposure to the air, the 
tissues, which at first turn greyish-black in colour, soon 
assume a vascular appearance. Care is taken that none 
of this strong acid trickles on to the surrounding healthy 
skin. The part thus treated is packed with sterilized 
cotton-wool, and is kept as dry as possible. Wet applica- 
tions are not desirable in these conditions, where vitality 
is already sufficiently low, and any such application is 
apt to make the tissues oedematous and still more feeble. 
The after-treatment consists of daily boracic baths, after 
which the wound is dried and packed with iodoform 
gauze. Particular care is taken that the wound is cleansed 
after the bowels have acted, and some peroxide of hydro- 
gen solution may with advantage be run over the surface, 
which is subsequently dried and packed with gauze. 

An occasional application of lactic acid is useful to 
stimulate the healing. The general condition of the 
patient is looked after, and seaside air, when possible, 
should be insisted upon. With this treatment these 
patients slowly but surely improve, and, after often a 
considerable number of weeks, the fistula heals and 
remains sound. When this has been achieved, it will 
be found that the general condition of the patient has been 
materially improved. 

Recto-vesical and recto-upethral flstulae are in the male 
subject usually caused by an operation for the cure of 
what has been erroneously supposed to be a rectal fistula^ 
and the results in such cases may be most unsatisfactory. 

The diagnosis in these cases is sometimes difficult. 
In urethral fistula there is usually a history of previous 
urethral trouble, and on examination no internal opening 
or inflammatory thickening will be felt on the rectal 
mucous membrane. If a probe is passed along the sinus, 
it will not be found to pass towards the bowel, as is the 
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case in rectal fistulae ; and if a catheter is passed down 
the urethra, some constriction of the urethra will be 
discovered. Under these circumstances, full dilatation 
of the urethra is the treatment which will usually give a 
good result, and the sinus should not be interfered with. 

The mistake is usually made because an external open- 
ing exists near the anus, and it is at once not unreasonably 
assumed that this is in connection with the rectum. If, 
however, attention is paid to the points detailed above, 
this mistake is not likely to occur. 

Recto-vaginal fistulas are usually the results of child- 
birth, and the treatment of them hardly comes within 
the scope of this work. 

Small openings may be cured by a plastic operation, 
but if this does not succeed, a temporary colotomy must 
be resorted to and the plastic operation repeated. 

When in opening a sinus a recto-vesical communication 
has been made, and is discovered at the time, some 
coloured water should be injected into the bladder, and 
careful search made to find the communication, which 
should be closed by buried sutures, and a catheter left 
in the bladder. 

It is a mistake to confine the bowels for several days in 
such cases, because the straining, etc., when the bowels do 
act is so severe that any stitches will be torn out, 
especially as on the fifth to the seventh day the me- 
chanical hold of the stitches has ceased, and the union of 
the wound is at this time easily separated. These cases 
are often unsatisfactory at first, but usually a good result 
is obtained in the end. 



CHAPTER VI 
HEMORRHOIDS 

HEMORRHOIDS, or piles, are tumours or swellings produced 
by pathological changes in the veins supplied to the rectum 
or anus. Associated with this there is often an infiltra- 
tion with inflammatory products of the underlying 
tissue, and also hypertrophy of the anal skin. 

Varieties. — Haemorrhoids, according to their original 
situation, are called : 

External when situated at the anal margin and quite 
outside the rectum. 

Internal when entirely inside the rectum, and origi- 
nating from the bowel proper. 

Interno-external when there is both an external 
and internal pile, and the intervening lining membrane 
is prolapsed and made prominent by infiltrati9n of the 
underlying connective tissue. This third variety is 
always treated in the same way as internal piles. 

Causes. — The initial cause is the varicose condition 
of the veins; consequently piles may, and occasionally 
do, occur in quite small children, whose veins in this region 
are congenitally varicose. 

Habits and occupation are the main causes of haemor- 
rhoids in the adult. 

Excessive eating and drinking, associated with in- 
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sufficient exercise and constipation, account for a large 
number of cases of piles. 

It is not unusual, on the other hand, to find thin, 
feeble people, whose muscles are generally relaxed, 
suffering from bad piles, which frequently prolapse. 

Constipation and excessive use of purgatives are both 
factors in the production of piles. 

The upright position of man and the absence of valves 
in the superior mesenteric vein are also predisposing 
causes of a mechanical character which must not be 
forgotten. 

Men are more frecjuently treated for piles than women, 
and yet women with fibroids, or displaced uteri, pelvic 
tumours, etc., not to mention pregnancy and the 
common causes already mentioned, must often be 
afflicted with haemorrhoids. 

It is probable that the preponderance of males which 
appears in statistics (Cooper and Edwards, p. 3, show a 
difference of 1,182 in twenty years at St. Mark's Hospital) 
is to some extent due to the lighter occupation of 
women, their greater ability to bear pain, the anatomical 
difference, and menstruation. 

Many other direct and indirect possible causes have 
been suggested by various authors, but it is not necessary 
to discuss them. 

The main causes are those given above, and there are 
many factors which aggravate a condition of piles already 
in existence. 

External Haemorrhoids. 

External haemorrhoids may be thrombotic or varicose. 
The thrombotic variety is practically the only one which 
is complained of, and it is produced by a clot of blood 
in a vein already varicose, or, which is more common. 
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some blood is extravasated into the surrounding con- 
nective tissue. 

Symptoms. — Tlie thrombotic pile appears quite sud- 
denly, and may follow undue straining ; it is often brought 
about by sitting in a cold or damp place after exercise. 

The patient becomes aware of it as a swelling whidi 
feels much larger than it is, and soon begins to throb and 
ache to such an extent that if nothing is done by way of 
relief in a short time the patient cannot maintain any 
position in comfort. 

If the swelling is left alone, it may gradually subside 
after three to five days' pain and discomfort ; but some 
thickening will remain permanently, which consists mainly 
of thickened skin and subcutaneous tissue, and occasion- 
ally the clot may become calcified. 

An external hemorrhoid is always associated with 
some inflammation, which not unfrequently ends in 
suppuration, with the formation of an abscess. 

Treatment. — There is only one way to treat a throm- 
botic pile, and that is to remove the thrombus as soon as 
possible. By doing so the distressing pain, which is 
very real to the patient, is at once got rid of, and there 
remains only the healing of a superficial wound. 

To effect this some 4 per cent, eucaine is injected into 
the swelling, which causes a momentary exacerbation of 
pain owing to increased tension ; but the production of 
anjesthesia by eucaine is very rapid, and the sweUing may 
at once be incised, and the clot or clots turned out, after 
which an eUiptical portion of the superticial skin should 
always be removed. 

If this is not done, the stretched skin will curve and 
fall inwards, and prevent healing, possibly causing some 
suppuration. 

There is occasionally some htemorrhage from one or 
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more small bloodvessels, which is easily controlled by 
pressure of some cotton-wool steeped in adrenalin or 
hazeline solution. 

The small wound is packed with dry iodoform gauze, 
and a pad of wool and T-bandage are applied. 

When the bowels act, the wound is cleaned with soap and 
water, redressed with gauze, and kept as dry as possible. 

The patient is well in three or four days. 

When an external haemorrhoid suppurates, it must be 
treated as an abscess, and incised. Any clot is turned 
out, and the space left is washed with a solution of 
peroxide of hydrogen, packed with iodoform gauze, and 
fomented for forty-eight hours. After this dry dressings 
are apphed. 

The so - called connective - tissue haemorrhoids are 
merely tags of hypertrophied tissue at the muco-cutaneous 
junction, and are the remains of an untreated external 
haemorrhoid. They may also occur in chronic ulceration 
about the anus, and frequently appear after internal 
haemorrhoids have been ligatured. If there is discomfort, 
these tags may be removed with scissors after a local sub- 
cutaneous injection of eucaine. 



Internal Haemorrhoids. 

These are caused, as has been already stated, by a 
varicose condition of the superior haemorrhoidal plexus 
situated at about the level of the internal sphincter. 

There is one other condition, called a naevoid or capillary 
pile, in which the varicose condition is not the prominent 
one to start with. Haemorrhage is the main symptom, 
and is easily produced. The pile is a small scarlet 
swelling, consisting of rather thinned mucous membrane 
covering a mass of capillaries. 
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Symptoms. — The main symptoms of internal htcmor- 
rhoids are bleeding, pain, and prolapse, and with these 
mental depression is frequently associated. 

Hjemorrhage is rarely in any way profuse, but it is 
often constant, and in time produces a condition of 
anjemia which is quite serious. I have seen a number of 
cases of profound anjemia, which had been treated for 
years by various methods until by some chance it was 
discovered that daily hemorrhage occurred on account 
of haemorrhoids. When these were removed the anaemia 
disappeared. 

There is a condition of the lining membrane and mucous 
membrane in which the only symptom is haemorrhage ; 
there are no definite piles and there is no prolapse, but 
there is a marked varicose condition of the capillaries 
which exist between the superior and inferior hfemor- 
rhoidal plexuses. The hning membrane is thin, and 
bleeding is easily produced. 

Pain is not acute, unless piles become strangulated ; 
but. nevertheless, there is a constant, dull, heavy ache, 
and sensation of weight and discomfort which occurs 
in many cases of piles, and is a very definite feature in 
the condition ^ one, moreover, which is particularly 
associated with a marked condition of mental depression. 

This mental depression is one which has to be taken 
seriously into consideration when treating these cases. 

Prolapse occurs slightly at first, but gradually increases. 

The piles commence to come down when the boweb act, 
but return without aid, then later they have to be replaced ; 
during the next stage they come down when the patient 
walks about, and so matters go from bad to worse, until 
the only relief obtained is when the patient lies down. 
In these cases the mental depression is marked, and the 
discomfort is great. 

4—2 
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In thinking over the reasons for which people suffering 
from haemorrhoids have sought relief, it occurs to one 
that in quite a large number of cases it is the mental 
condition which is the most prominent feature. The 
different view of life taken by patients after they have 
been cured of this troublesome complaint is not the least 
gratifying result of the successful treatment of piles. 

Diagnosis. — This is usually an easy matter, and one 
which the patient can often make for himself, but the 
diagnosis should never be accepted without making a 
proper rectal examination. It is necessary to emphasize 
this because it is still unfortunately too often the habit 
of a medical man to accept a patient's statement as to 
his rectal condition, and prescribe for him without any 
examination at all. On various occasions I have seen 
patients who have been treated for piles in this perfunctory 
way for weeks and weeks when the case was one of 
advanced carcinoma recti. 

On examination possibly nothing is seen external! 5^ 
but when there is a combination of external and internal 
haemorrhoids the circumference of the anal margin has 
often a full and distended appearance, and the mucous 
membrane between the two sphincters may be slightly 
prolapsed and oedematous. In cases of long standing 
the haemorrhoids themselves may be in a constant state 
of prolapse. Under these circumstances there is no diffi- 
culty in the diagnosis, but when nothing is of any 
diagnostic aid outside it may be, and, in fact, often is, 
a matter of difficulty to the inexperienced to detect 
haemorrhoids by digital examination, and it is also difficult 
to give a definite method by means of which anyone can 
detect internal haemorrhoids by digital examination, 
except by an experience of having examined a certain 
number of cases, when the condition of the normal 
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mucous membrane will be known, and anything deviating 
from this will be recognised. 

The great point in these examinations is to remember 
that, with quite a few exceptions, all ordinary rectal 
troubles are situated either between the sphincters or at 
the level of the internal one ; therefore the common 
mistake of trying how high the finger will reach should 
be avoided. It is by this mistake that so many things 
are missed in examining the rectum. When examining 
for hremorrhoids the digital pressure must be quite 
slight in character ; otherwise the submucous veins which 
create the hemorrhoid will be emptied by mere force of 
digital pressure, and nothing will be felt. 

A third method whereby diagnosis can be aided is by 
getting the patient to endeavour to force down hasmor- 
rhoids, which can then readily be recognised. 

These are the main simple methods by which the diag- 
nosis can be made. 

When a patient at or past middle life complains of 
piles which are sometimes forced out by an almost spas- 
modic effort and are of recent occurrence ; after an ex- 
amination to establish the presence of the hjemorrhoids, 
a further careful examination should be made, both by 
the finger and with the sigmoidoscope, and the abdomen 
shotild also be examined, to see whether there is a car- 
cinoma recti. If such is the case, however, it will usually 
be found within reach of the linger. 

Occasionally hemorrhoids are complicated with fissure, 
ulcer, or fistula. These comphcations are readily recog- 
nised by the methods which have already been described. 

AjiiEmia has already been mentioned in the symptoms 
of hsemorrhoids, and is of considerable interest to both 
physician and surgeon. It is sometimes of a profound 
character, and is solely due to the daily loss of blood. 
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which, going on in some cases for years, renders the 
patient's condition a most distressing one, ending in 
complete invalidism. 

Treatment. — There is probably no disease that flesh 
is heir to which has so many * certain cures ' as 
haemorrhoids. If anyone suffering from piles were to 
ask the first hundred people what was a good thing to do 
for this trouble, they would almost certainly get a hundred 
different remedies, given with an assurance of success 
which one usually associates with a ' tip ' on a horse-race, 
a gold-mine, or some other * certainty.' Cures for piles 
are advertised in nearly every paper published, and 
various special treatments are constantly being brought 
forward. 

The reason for all this is that any disease so frequently 
occurring as piles, and which for centuries has been written 
about in one way or another, is sure to produce a large 
crop of remedies, some of which may for the time being 
give a certain amount of relief to those who try them. 

The treatment of internal haemorrhoids may be pallia- 
tive or radical. 

Palliative Treatment. — There is no doubt that pallia- 
tive treatment will do a great deal in the way of relief, 
and in certain cases a cure may result, although this 
cannot ever be really guaranteed ; but, apart from this, 
if reasonable care be taken, many cases of haemorrhoids 
will get relief with proper palliative treatment. 

Diet. — Errors and excesses in diet, as has already 
been said, are frequent causes of haemorrhoids, and in 
these cases proper precautions will do much. The follow- 
ing case is a striking instance of this : 

A patient of middle age, who was a member of a City 
body and of * full habit ' as well, suffered considerably 
from haemorrhoids, which bled, became prolapsed at 
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times, and caused pain. He was himself much averse 
to any operation, and, indeed, was not at all a good sub- 
ject for it ; but he was willing to do anything he was asked 
otherwise, and to devote time to it, because his condition 
caused him much trouble. This patient was kept in bed 
for six weeks ; he became a teetotaller, and was kept to a 
rigid diet. The bowels were regulated by mild aperients, 
and some Rubinal water was taken daily, and locally an 
ointment of subchloride of mercury and lEinohne — 
10 grains to i ounce — was apphed. Daily general 
massage was ordered. This patient's symptoms entirely 
disappeared, and the improvement in the man generally 
was so extraordinary that it was difficult to recognise 
him as the same individual. 

This is an exceptional case, both in the determination 
of the man to carry out the treatment, and also in his 
ability to give the time to it ; but it shows that a bad 
haemorrhoidal condition due to gross habits can be kept 
in abeyance and even cured by careful dieting. 

It would be useless here to lay down any rules as to 
diet, as each case must be treated separately. 

Drugs. — To mention all the drugs and local applica- 
tions which are recommended for the cure or alleviation 
of piles would fill a volume, and each month fresh remedies 
are advertised, with testimonials from medical men, 
mostly in America, stating the great value of a drug, 
the fame of which lasts a few weeks, and then gives way 
to some fresh preparation skilfully advertised by a more 
enterprising chemist, and thus it goes on. 

Under the circumstances, it does not seem desirable to 
mention any but a few drugs or applications, which may 
definitely be relied upon to relieve the main symptoms, 
which are hjemorrhage, pain, and prolapse. 

Local apphcations of hazeline or some adrenal extract. 
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in the form of a suppository, are of great value in checking 
haemorrhage from piles, especially in those cases mentioned 
on p. 51, where there is not a definite haemorrhoidal con- 
dition, but bleeding occurs from varicose capillaries and 
small veins. Hemisine — a recent supra-renal gland pre- 
paration — is most useful in the form of a suppository, 
and in many ways I have found this preparation of 
value. 

I have found the following ointment of use and comfort 
to patients : 

Cocaine liydrochlor. . . . . 10 per cent. 

Bismuth subnitr. . . . . gr. xv. 

Lanolinc . . . . . . oz. i. 

to be applied before the bowels act. 

Perhaps the most used and most useful ointment is one 
made of the subchlorido of mercury — 10 grains to the 
ounce of vasehne. This is apphed two or three times a 
day, and is palhative in its effects, besides having definite 
antiseptic quahties. 

Injections of cold water are much advocated, and are 
certainly beneficial as a temporary astringent ; but dis- 
comfort arises in certain cases because some of the water 
is retained, and comes away later when the patient is not 
prepared for it. To obviate this, a tube should be kept 
in the rectum for a short time, and through this the fluid 
will escape. 

Relief of pain caused by spasm of the sphincters in 
cases of haemorrhoids may be obtained by passing a gradu- 
ated series of short metal bougies, as used by Mr. Mum- 
mery : but the relief obtained is of a temporary character, 
and it is in no sense a cure, beside being an uncomfortable 
pnx^edure. 

Interstitial injections, as a means of curing haemor- 
rhoids and rectal prolapse, are very much advertised, with 
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the usual positive assertions that failure is unknown, and 
the treatment harmless and without pain. 

The treatment is repeated two or three times a week, 
for several weeks. 

Interstitial injections are not to be hghtly undertaken, 
with the idea that the process is harmless. Nor, on the 
other hand, is it a measure to be altogether ignored ; but 
it must not be regarded as a panacea. 

The process of cure depends upon the contraction of the 
ha;morrhoidal mass, which is brought about by the inter- 
stitial injection of some chemical irritant, Carbohc acid, 
zinc chloride, hazehne mixed with glycerine, oil in water, 
are the various irritants used. Ten per cent, carboUc acid 
in glycerine and water is perhaps the best of these. 
Three to 8 minims of this preparation, dependent upon 
the size of the haemorrhoid injected into the pile mass, 
is usually quite sufficient to cause a marked contraction. 

The best cases for this treatment are those in which the 
piles are prolapsed, but can easily be returned. The pro- 
lapsed pile is washed over with warm sahne solution, after 
which it is injected and returned into the rectum. No 
further treatment is necessary. 

I have used this method for a number of cases, ajid for 
some years, and no bad results have been experienced. 
The patients have had temporary rehef , and in many cases, 
although the condition has not been cured, the relief 
given has been adequate, and enabled the patients to live 
in comparative comfort. 

This, I think, fairly sums up the effect of the treatment 
by interstitial injection, which may safely be used with 
proper precautions as a palliative in cases of prolapsing 
returnable haemorrhoids, when from any sufficient reason 
a radical operation is not considered desirable. But it 
must not be regarded as a permanent cure. 
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Treatment by electrolysis, the application of acids, or 
the actual cautery, are all methods which have been ad- 
vocated as being easily and effectively carried out imder 
local anaesthesia, and it is said that after two or three 
hours' rest the patient can go about as usual. 

Such treatment is not to be recommended ; it is often 
ineffective, and the possibilities of much harm occurring 
are so many that it is not proposed to discuss these 
methods. 

Operations. — The radical measures undertaken for 
the cure of hccmorrhoids are . 

1. Ligation. 

2. Excision. 

3. Clamp and cautery. 

4. Crushing. 

The first two are the operations mostly done in this 
country, and at St. Mark's Hospital, until recently, liga- 
tion was the only method employed. 

The ligature operation has been performed now at St. 
Mark's for a great many years and many hundreds of 
times without any fatal result ; the ultimate results are ex- 
tremely good, and when properly carried out with thorough 
antiseptic precautions, it is an operation which can be 
performed by any competent medical man. The operation 
is performed by first thoroughly dilating the sphincters. 
This is said to do away with a certain amount of the after- 
pain, and it brings the field of operation well into view. 
The various haemorrhoids are seized with clamp forceps, 
and if the patient is on the side it is as well to operate on 
the lower side first. If this is not done, the haemorrhage 
from above obstructs the view for ligaturing below. A 
pair of cutting forceps is taken in one hand, while the clip 
holding the haemorrhoid is in the other, and the cut is 
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made parallel to the bowel, care being taken not to include 
any muscle tissue. If a portion of the skin is included in 
the cut, which should then lay open the superficial veins 
of the inferior haemorrhoidal plexus, it will be found that 
the oedema which is so constantly occurring after these 
operations will either be entirely absent, or else minimized 
to a great extent, and there will not be any resultant 
tags. The end of the cut should be narrower than the 
beginning of it, so that only the smallest amount of 
mucous membrane, including the vessels, beyond the 
haemorrhoid is taken up when the ligature is applied. A 
good stout ligature of aseptic silk is now tied tightly 
close to the end of the cut. The haemorrhoid is then re- 
moved, leaving sufficient pedicle to prevent the ligature 
from slipping. A certain amount of haemorrhage will occur 
from the cut surface, but it is easily checked. Should, 
however, the vessels going to the haemorrhoid be ligatured 
ineffectively, or cut above where the ligature is applied, 
severe haemorrhage will continue until this has been dealt 
with. A suppository of morphia is placed in the rectum, 
and a tube inserted, lightly surrounded by gauze. A pad 
of wool and a T-bandage completes the dressing. The 
after-pain of this operation is sometimes most severe, and 
may require various hypodermics of morphia for the first 
twenty-four hours to allay it ; or, what is even better, 
aspirin, lo grains, and trional, 15 grains, are given when 
the patient is out of the condition of anaesthesia ; but 
even with this it will often be found desirable to give a 
hypodermic of morphia earlier. 

I believe it is the practice of some surgeons not to give 
any opiate in these cases, but I cannot see any sufficiently 
good reason for not doing so. 

The pain lasts for about twenty-four hours ; the dis- 
comfort of the patient after this is not very great, and 
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the only remaining bad time is the fourth morning 
after the operation, when the bowels act. This is 
effected by a quite strong purgative given by the mouth, 
and I think there is nothing better than castor-oil ; 
associated with this is an oil enema of about 14 ounces, 
to which is 'added 2 ounces of castor-oil. This should 
be given slowly with a long tube, and should be previously 
warmed. From now on the patient is quite comfort- 
able, and the only essential is that the operation area 
shall be kept scrupulously clean. The other point of im- 
portance is the horizontal position, which should be kept 
to in most cases for twelve days. The ligatures come 
away at about the eighth day, after which there is a granu- 
lating surface which gradually heals and contracts up, 
assisted by some well-known applications, such as sub- 
chloride of mercury ointment, hazeline ointment, zinc, 
vaseline, and the like. 

The sources of danger in this operation should be well 
borne in mind. They are haemorrhage, sepsis, con- 
traction, and recurrence. The latter is not in itself a 
danger, but is an undesirable possibility. 

Haemorrhage from the rectum is one of the worst forms 
of recurrent haemorrhage that occurs, because unless, some- 
times, even when proper precautions have been taken, the 
haemorrhage continues steadily until quite an alarming 
amount of blood has been lost, and suddenly the patient 
shows signs of this and may rapidly die. Fortunately the 
haemorrhage is usually discovered before such a dire 
result occurs, but under any circumstance it is an 
extremely serious disaster, and one which requires all the 
resources that can be brought to bear upon it. The 
worst cases are those in which some small vessel has 
been overlooked, and the plugging has not been applied 
so as to compress it. At the time it may have ceased to 
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bleed, and the post-operative condition of the partial 
collapse will prevent any serious loss for some hours ; 
but as reaction takes place, and the blood-pressure rises, 
the vessels bleed freely, and the patient suddenly becomes 
faint — is observed to be pale and sweating, the pulse is 
faint and fluttering, and the patient keeps on yawning. 
This particular symptom may be the first to which 
attention is called, and should always be regarded with 
suspicion. The only thing to do under these circum- 
stances is to give the patient an anaesthetic, if possible, 
and then to dilate the sphincter, when it will be found 
that a large quantity of blood which has slowly been 
accumulating in the rectum will escape. A hot saline 
douche should be injected, and careful investigation made 
for any bleeding vessel, which, if found, must be secured. 
If this is not found the only thing to be done is to carefully 
pack all round. A tube is to be passed in 4 or 5 inches. 
Dependent on the amount of blood lost it may be desirable 
to transfuse with saline, and if an anaesthetic has been 
given subcutaneous transfusion should certainly be done. 

The signs of sepsis are pain continuing after the usual 
time — i.e., after twenty-four to thirty-six hours, the tem- 
perature rising when it should fall, general restlessness, 
and, locally, an inflamed and unduly tender condition. 

Another indication is the condition of the skin generally. 
In these cases the skin is dry and harsh, quite a different 
condition from the skin of the patient who, in spite of a 
temperature, has no sepsis. In treating this condition 
no time should be lost, and the treatment must be care- 
fully carried out by a conscientious and good nurse, for if 
it is not recognised and is allowed to become chronic a most 
lamentable condition of affairs supervenes. 

The treatment consists of hot boracic baths, hot boracic 
fomentations, and having the affected area frequently 
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washed with injections of peroxide of hydrogen, or some 
such strong germicide. Further, the two sides of the 
bowel should be kept apart by some antiseptic gauze. 

The good effect of the treatment is soon apparent in the 
altered condition of the patient, the dropping of the 
temperature, the absence of pain, and a more or less 
profuse discharge of what used to be termed healthy pus. 
I use the term here because it serves to distinguish this 
discharge from that which occurs when the septic con- 
dition is chronic. Under these circumstances the dis- 
charge is sanious in character and of thin consistency. 

When allowed to become chronic, this ulceration 
proceeds for weeks and months and years, making the 
patient's life one of great misery, associated as it is with 
much pain and discomfort. Finally, it leads to a bad form 
of fibrous stricture. Of this I shall have more to say 
later on. 

Contraction occurs occasionally when, owing to the 
number of haemorrhoids which have been tied, the area 
of granulation tissue has almost, possibly entirely, en- 
circled the bowel, and this may lead to a permanent 
stricture unless it is recognised in the early stage ; there- 
fore it is most essential that a digital examination should 
be made about the third week, and, if necessary, a short 
conical rectal bougie must be inserted a few minutes at a 
time for some days at night-time. 

Recurrence is not an unusual thing after an operation 
by ligature. I do not say that if the operation is 
thoroughly carried out such a thing is likely, but in my 
own experience it is not uncommon for such recurrences 
to happen. Some of the worst cases of haemorrhoids I 
have had to deal with have been originally operated on 
by means of ligature. 

The only radical treatment for haemorrhoids is excision 
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of that part of the mucous membrane known as the 
' pile-bearing area.' 

This operation was first performed by Whitehead over 
twenty-five years ago. The advantages claimed for this 
operation when properly done are : 

1. The impossibility of recurrence. 

2. The impossibility of internal rectal haemorrhage 
occurring, inasmuch as the whole field of the opera- 
tion is in full view of the operator for after-treatment. 

3. The period of convalescence can, if necessary, be 
materially shortened. 

4. The pain after the operation, although not insignifi- 
cant, is usually less than after ligature. 

5. The possibility of sepsis is by no means so great, and, 
should it occur, it is much easier to deal with after this 
operation than after ligature. 

The objections raised against this rfiethod are : 

1. The amount of blood lost. 

2. The time taken for the operation. 

3. Uncertainty of primary union. 

4. Danger of stricture. 

There is another objection raised to the effect that 
the portion removed consists of extremely sensitive 
structures, and when these are removed the sense of warn- 
ing is not so acute, with the result that a certain amount 
of rectal insecurity ensues. 

This last objection is an absolute fiction, as will be 
borne out by anyone who has had much experience of 
this operation, or, indeed, of excision of either the mucous 
membrane or of the rectum itself for any cause what- 
ever. 

Occasionally when the sphincter has been overstretched, 
or when the patient is unusually nervous, a certain amount 
of weakness with loss of control exists for a short time. 
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but this is only quite a temporary condition, and unusual 
at that. Moreover, when it does happen it has nothing 
to do with the particular operation undertaken, but is 
dependent upon one or the other of the causes mentioned 
above. 

As to the other objections : 

The amount of blood lost at the operation depends 
mainly upon the operator, but also upon the adhesions 
which in long-standing cases exist between the muscles 
and mucous membrane. Normally, the one peels away 
from the other with the greatest ease, but in cases in 
which there is a certain amount of prolapse ^\^th thicken- 
ing of the mucous membrane this becomes adherent to 
the muscles, and adventitious vessels occur which bleed 
freely when divided. WTien carefully done, however, 
even in these cases the amoimt of blood lost is not a 
factor which need be considered as militating against the 
operation. The time taken is between lifteen and twenty- 
five minutes. In a straightforward case I have completed 
the operation in twelve minutes. 

lViniar\- union in most cases di^K^s not occur. WTien 
the Knvols act on the toiuth or fifth day, the skin and 
mucous membrane usually separate for anj' distance 
between i to | inch, and the intervening space granu- 
lates up. 

WTien primary union ixxnu's, it is not always recognised, 
and the sight of the mucous membrane in an imusual 
situation U\ids to curious mistakes, as instanced in the 
loUowiug case : 

An extixMuely nervous ivaient had lx\d hiemorrhoids 
oxcisihI hv nu\ and his ix\\>vorv was uneventful, I asked 
him to siv his miHlioal man aKnii one month after the 
ojHTatiou, who infonniHl him that thoiv was an ulcer at 
the skin mai^in. The ivuiont came u> see me at once. 
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and what had been diagnosed as an ulcer was normal 
mucous membrane, which at this place had united 
primarily to the skin edge. The patient, not satisfied 
with my statement, went to two other surgeons, who 
both said that an ulcer existed, and one of these con- 
sultants prescribed some orthoform powder. This 
promptly produced acute local eczema, for which a skin 
specialist was interviewed. Eventually the eczema sub- 
sided, and I was again consulted. The condition, except 
for the remains of the eczema, was, of course, as before, 
and my suggestion that we should all meet in consultation 
to settle' the matter restored the patient's mental balance 
sufficiently to send him away satisfied that my original 
statement was correct. 

The danger of stricture does not exist, provided proper 
after-treatment is carried on. Usually a small cicatricial 
ridge forms at the junction, which disappears when the 
finger is passed through it, and this should be done at 
the end of the third week. In cases where the cicatrizing 
area has been rather more than usual it may be necessary 
to use a conical vulcanite plug for two minutes for four 
or five nights, when any tendency to stricture will entirely 
disappear. But this must be done early — i.e,y at the end 
of the third week, whilst the fibrous tissue is still young 
and can be stretched. If left until the sixth week, or 
later, a definite hard ring will have formed, which will 
require somewhat prolonged and careful treatment with 
bougies ; but this is a fault of the after-treatment, and not 
of the operation. If these cases are examined at the end 
of the third week, any tendency to contract can be easily 
overcome, and no suggestion of stricture will ever present 
itself. 

I have performed this radical operation for haemorrhoids 
between two and three hundred times during the last ten 

5 
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years, and I cannot imagine anything better than the 
results obtained in private practice. 

It is necessary to mention this, as the results of this 
operation depend upon the special nursing they require, 
and which in hospital it is not always possible to maintain. 

The only cases in private which have not been entirely 
satisfactory were two early ones, both, unfortunately, 
coming from the same locaHty. Both patients insisted 
that urgent affairs necessitated their returning home on 
the sixth or seventh day, and I was weak enough to 
allow them to do so, with the result that in both cases 
the healing of the wound was unsatisfactory. 

Some of the best results have been obtained in cases of 
marked anaemia due to haemorrhoids ; and, indeed, I con- 
sider this operation the only one which should be done 
in these cases of profound aucemia caused by daily loss 
of blood from haemorrhoids. The blood is so altered and 
thin that it does not clot, and owing to the feebleness of 
the tissues generally, these are apt to slough, and 
secondary haemorrhage and sepsis are more likely to occur. 

The benefit of the operation under such circumstances 
is well illustrated in the following cases : 

Miss A., a patient sent to me by Dr. James Galloway, 
had suffered for many years with profound anaemia, and 
had been treated during that period by various medical 
men with all the various remedies which are used in these 
cases. Dr. Galloway having recognised the fact that the 
patient for a long time had almost daily suffered from 
small losses of blood from the rectum, found on examina- 
tion that this was caused by haemorrhoids of a somewhat 
extensive character. The patient when seen by myself 
had a typical, blanched, saffron-coloured skin, which 
almost suggested the condition of advanced malignant 
disease. The pulse was consistently feeble, both in volume 
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and character ; there was a well-marked anaemic bruit, 
and all the other symptoms of anaemia. The patient's 
condition was so bad that it was evident any further loss 
of blood was to be checked as soon as possible. The 
one point against Whitehead's operation was the possi- 
bility of excessive haemorrhage occurring during the opera- 
tion. However, of the two risks, I concluded that with 
proper precautions this was the lesser, and, with the pre- 
caution of having all the materials ready for saline in- 
fusion if the necessity arose, I proceeded to operate. At 
the operation it was at once noticed, when the mucous 
membrane was incised, that the blood was very watery 
in consistency, and did not readily clot. Only a small 
quantity of blood was lost at the operation, and the 
patient made an excellent recovery. All signs of anaemia 
have now disappeared, and the patient is a perfectly 
healthy woman. 

Another case, sent me by Dr. Owen Lankester, was a 
married lady of nearly fifty years of age, whose condition 
was somewhat similar to the other, but not so marked in 
degree. The same operation was performed in this case, 
and the result has been equally satisfactory. 

The following is the plan of operation which, after 
various modifications, I at present adopt : 

Preparation, — This is the same whatever the opera- 
tion. Three or four days before the operation 10 grains 
of salol are given twice a day. 

Two nights before ij to 2 ounces of castor-oil are 
given, followed by an enema in the morning. A light 
diet for the day previous to the operation, and a soap-and- 
water enema is given on the morning, three to four hours, 
or even longer, if possible, before the operation. 

What is known as a * wash-out ' is occasionally given a 
short time before the operation, and it is a custom to be 
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avoided. It only does harm by irritating the bowel, and 
also the surgeon. 

Operations. — When aniesthetized, the patient is placed 
in the lithotomy position, and if a Clover's crutch is used 
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Fig. 17.— Showing the Protrudeno HvEmorrhoeds and the 
Ring of Skin after the Sphincter has been stretched. 

care must be taken that no midue or prolonged pressure is 1 
put upon the external popliteal nerves. This is a likely 
possibility in a patient with long, thin legs, and if it 
occurs temporary paralysis of the peronei muscles may ' 
be the result. 
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The sphincter is gradually stretched to its fullest 
extent. But a word of warning must be written as to this. 
All sphincters are not alike, and whilst in the case of a 
strong, muscular man all the power one possesses may be 
required, on the other hand, in a young or feeble woman 
the sphincter is stretched with great ease by very Httle 
effort. 

An overstretched sphincter is a troublesome thing for 
all parties concerned, and although complete recovery 
usually occurs, it may be some time before this takes 
place. 

The haemorrhoids are now in full view, as shown in 
Fig. 17, just outside the mucocutaneous margin. 

An incision is made round the mucocutaneous margin, 
and the ring of tissue is rapidly dissected off the external 
sphincter (Fig. 18), which the assistant keeps in view 
of the operator by running hot saline solution over the 
cut surface. 

When the piles are reached, the knife is laid aside, and 
a pair of curved scissors are used to separate the mucous 
membrane from the muscles. 

If the mucous membrane is held by the finger and 
thumb, the blunt end of the scissors can in many cases 
strip off the mucous membrane. Any vessel divided is 
immediately clamped. The whole ring of mucous mem- 
brane is separated until it can be pulled down outside the 
sphincters, and it is seen that the haemorrhoidal area is 
quite free (Fig. 19). 

The mucous membrane is now divided transversely 
above the haemorrhoids from the outside, and when the 
bowel has been opened, a clip is attached to the upper 
margin of the cut mucous membrane. The remainder 
of the ring is cut through, clamps being applied to any 
vessel, and six or eight clamps are sometimes wanted. 
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Those holding the upper cut end of the mucous membrane : 
are kept in position by the assistants on either side, i 
Four sutures are passed through the skin, muscle, and i 

mucuu-, im'mlnMii'', ;iiid tied tightly (Fig. 20). 



Jf^ 




FiG- 18. — Shows the Skin dissected back, exposing the 
External Sphincter Muscle. 

A long piece of ordinary fine catgut, threaded on a 
curved needle, is used to sew the skin and mucous mem- 
brane together by a continuous suture, and the operation 
is completed (Fig. 21). 

If, however, any vessel still bleeds, a deep suture 
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similar to the first four is passed in at this spot. It may 
be necessary to use two or three of these, and they will 
effectually control the hiemorrhage. 

Iodoform jKiwdLT iind th\' i^nn/A' are placi'd tm the 




Fig. 19.— Shows thk Pii.K-BF.ARiNr, Area dissected off and 

PULLED DOWN. 

The dotted line indicates where the mucous tnenibrane is divided. 

wound, and a good pad of wool and T-bandage complete 
the dressing. 

A hypodermic of morphia (J grain) is given as soon 
as the patient is in bed, and this is repeated in three or 
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four hours, if necessary. No food is taken during the , 
day, and lo to 15 grains of aspirin are given at night-time, 
combined at times with trianol. The dressings are ' 
changed next morning, and reapphed as before. 




Fig. 20.— Shows the Appearance of thk Wound after the . 
Piles have been excised and with the Four Deep | 

Sutures in Position. 

After-Treatment. — No operations are more dependent 
on good nursing for their result than those performed on 
the rectum, and the excellent results obtained by the 
operation just described are entirely due to the conscicn- 
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tious and skilful nursing which is given them. The aim 
for the first four days is to keep the wound as dry as pos- 
sible ; any oozing or discharge of mucus is washed off. 




1. 21.— Shows the Operation completed liv A Continuous 
Suture round the Circumference of the Wound. 



the surface dried with wool, and redressed with iodoform 
powder and gauze. 

On the fourth night castor-oil is given, followed by an 
oil enema in the morning. There is no necessity for the 
patient to remain in bed for the result of this ;"the results 
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are more satisfactory if the patient gets out. The next day 
— i,e., the sixth — the patient commences warm boracic 
hip-baths once or twice a day, and sits in them for fifteen 
minutes, after which the wound is dried and dressed with 
zinc oxide and starch powder and dry cotton-wool. A 
small piece of wool is placed just within the sphincter to 
keep the apposed surfaces apart. The wound is healed in 
about ten days. 

The patient should be seen at the end of three weeks, 
and examined for any cicatricial ring which may be 
forming, and which at this stage, as has already been said, 
is easily dealt with. 

I have seen these cases many months, and sometimes 
years after, and in most instances it would be difficult to 
say that any operation had been done. 

The clamp and cautery and the crushing operations I 
have had practically no experience of, and I regard these 
methods as now obsolete. 

The crushing operation was advocated mainly because 
of the diminished after-pain as compared with other 
operations ; but this benefit does not, to my mind, 
counterbalance the increased possibilities of sepsis and 
its attendant evils, which must exist when large masses 
of dead tissues are left in the bowel for several days. 



CHAPTER VII 

PROLAPSE AND PROCIDENTIA 

By this is understood a protrusion of the mucous mem- 
brane, which, although in most cases reducible, yet soon 
returns again to the prolapsed condition. The difference 
between prolapsus and procidentia is a more or less 
arbitrary one, but the usual meaning attached to a 
prolapsus is that the mucous membrane alone descends. 
When, in addition, the whole thickness of the intestine 
protrudes it is called a procidentia. 

Prolapse occurs in quite young children, in adults, and 
also in old people. 

Causes in Children. — Among the poor the commonest 
cause is bad or improper food, which, by irritating the 
intestine, causes diarrhoea, accompanied with much 
straining, and a continuance of this produces prolapse. 

Other causes are polypus, ascarides, phimosis, and 
vesical calculi, all conditions conducive to straining. 

Prolapsus is not common among the better-class 
children, and when it exists it has been brought about 
more often than not by the bad custom of many nurses 
who insist on -children sitting and straining until the 
bowels act, with the result that in children who suffer 
from constipation the sphincters become relaxed and 
flaccid, and the mucous membrane prolapses. 

In adults prolapse is more often met with in women 
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than in men. The common causes are haemorrhoids, 
polypi, and parturition ; vesical calculi and enlarged 
prostate in men. When prolapse occurs in elderly 
people, and is associated with much straining, a careful 
examination must be made to see whether a carcinoma 
exists higher up the bowel. 

The appearance of the prolapsed mucous membrane 
depends whether it is a chronic or sudden condition. In 
the latter the prolapsed mucous membrane becomes 
gripped by the contracting muscles, and gets livid in 
colour, and, unless relieved, sloughing will occur. A 
small child at the hospital under my care had this con- 
dition, and the whole protruding ring became gangrenous 
and sloughed off. 

When the prolapse is chronic the mucous membrane 
is normal in colour, as in these cases there is no gripping 
of the sphincters. 

Ulcerations or abrasions may occur, but these are due 
to the rubbing of the mucous membrane against the 
clothes, etc. 

Treatment. — The treatment in these cases depends 
on the cause, the removal of which is the first step, 
and in many cases is all that is necessary. In children, 
if the prolapse is a recent one and held by the contracted 
sphincters, it must be reduced. This is best done by 
placing the child prone on the nurse's lap and applying 
firm pressure ; after this has been kept up for about 
two minutes reduction is easily brought about by a little 
manipulation. When the prolapse is chronic, the child 
is kept in bed, and the bowels should only act when the 
child is lying down. 

The mucous membrane should be sponged with cold 
saline solution, and then an astringent lotion, such as 
alum, 10 grains to the ounce, is applied; the bowel is 
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returned, and a pad and bandage are applied. The 
child should be carefully dieted, and judicious doses 
of hydrarg. c. cret. et rhei may be given. Cod-liver-oil 
is an excellent thing both for its nutritive properties 
and because it helps materially to prevent constipation. 

Under this treatment most children will recover, 
although the process may take some weeks. 

If after a fair trial prolapse still continues, more active 
measures must be undertaken. 

The free application of nitric acid has been advocated, 
but personally I should not recommend this as an applica- 
tion to an otherwise healthy mucous membrane. The 
actual cautery is much more effective, does relatively 
very little damage to the mucous membrane, and is not, 
when properly carried out, followed by any suggestion 
of stricture. 

As a last remedy, when everything else has failed, the 
prolapsed mucous membrane must be removed by a 
method similar to that already described in the complete 
excision of haemorrhoids. Great care must be taken in 
children, greater even than in adults, to avoid damaging 
the sphincters, which in these small patients are, com- 
paratively speaking, slight, not so readily recognised, and 
easily overstretched. 

But the cases in which in children such an operation 
is necessary are extremely rare. 

Procidentia recti usually occurs in adults, and may 
be partial, complete, or intussuscepted. 

When the procidentia is partial, either the anterior 
or posterior wall prolapses through the anus, in straining, 
some inches in extent ; but when the patient is lying down 
and quiet, very little protrudes. 

When the procidentia is complete, prolapse may either 
begin at the anal margin or somewhere above the anus. 
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and passing down through the lower part of the bowel, 
protrude through the anus. 

In the latter case there is a definite sulcus between the 
anal margin and the commencement of the procidentia, 
the depth of which depends upon the point of commence- 
ment of the procidentia. 

In the former there is not any sulcus, and the prolapse 
starts at the anal margin. 

In the intussuscepted form the prolapse starts high up 
in the rectum, and is, in fact, an intussusception which 
does not protrude through the sphincters. 

Another form of procidentia is a hernial protrusion ot 
the anterior rectal wall, forming a sac containing intes- 
tines, or whatever may be in Douglas's pouch at the time. 

Symptoms. — Patients afflicted with procidentia recti 
suffer considerably, and, indeed, life is miserable for 
them. The protruding intestine is in itself quite sufficient 
to account for this, making any walking uncomfortable, 
and the only comfortable position is the horizontal one. 

In addition, the surface constantly exudes blood- 
stained mucus, and severe haemorrhage may occur. 

Diarrhoea is usually present, associated with tenesmus, 
but sometimes constipation is a symptom. There is an 
uncomfortable dragging feeling of weight about the lower 
part of the abdomen, often associated with a feeling of 
nausea ; the digestion is easily upset, and the appetite is 
poor. 

The Causes, in addition to those already mentioned, 
are general weakness of the structures which go to form 
the pelvic diaphragm, and associated with this is a long 
mesorectum. 

The effect of climate is most pronounced in certain people 
in whom there is a tendency to procidentia, owing to the 
general slackness of the supporting tissues in this region. 
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I have seen patients who have returned from West and 
East India and South Africa suffering with well-marked 
symptoms of procidentia — thin, ill, and distressed-looking 
— who, after a few weeks' rest, careful dieting, and good 
nursing, have recovered to such an extent that any 
operative measure was not desirable ; but a few months 
after returning to the land of their adoption the symptoms 
gradually returned, and the condition of procidentia, 
with its associated general invalidism, was as bad as ever. 

Treatment. — The treatment of prolapse and proci- 
dentia in adults can well be considered together. 

Palliative measures are not of much effect except- 
ing in quite slight cases. Rectal plugs are spoken well of 
by both Ball and Cooper, and complete cures are said to 
have been procured by this method. This treatment, 
if it can be borne by the patient, is at all events com- 
paratively harmless. 

The same cannot be said of another form of palliative 
treatment — viz., the injection into the ischio-rectal fossa 
of various irritating fluids, the aim being to procure 
inflammatory matting of the various coats of the bowel 
to the peri-rectal tissues, and by this means to prevent the 
procidentia. 

Much has been written on this subject, but there seems 
no object to be gained by discussing methods which are 
now out of date, and were instituted at a time when the 
operative possibilities of to-day were not thought of. 

Injections of Paraffin Wax. — This treatment has 
been carried out now many times, and the published 
results claim to be extremely satisfactory ; but ultimately 
these cases may end in disaster. Two such instances were 
described by me in the Lancet (January 28, 1905). These 
masses of wax, even supposing they are sterile when in- 
jected, are lying in the neighbourhood of tissues which 
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abound with various micro-organisms, and the resisting 
power of these tissues by the very act of paraffin injection 
is materially diminished. The wax acts as a foreign body, 
and even after two years a collection of pus may occur in 
the ischio-rectal fossa, with a resulting fistula, which is 
a difficult one to cure. Such methods must be regarded 
now as bad surgery, and need not be further discussed. 

The one palliative measure which is extremely good is 
the application of the actual cautery to the mucous surface 
of the prolapsed bowel. It is often a most effective method, 
with practically no danger, and should generally be 
attempted before any more serious method is undertaken. 

The patient being placed in the lithotomy position, the 
sphincter, if necessary, is stretched, and the prolapsed 
bowel is pulled down to its utmost extent. The mucous 
membrane is washed with warm saline and dried. A 
full-sized Paquelin's cautery at a dull red heat is taken, 
and with it four longitudinal stripes are made down the 
mucous membrane — anteriorly, posteriorly, and on either 
side. The burning must be thoroughly done, and what 
at the time appears to be a great destruction of tissue 
will be found ultimately not to be so. A second and even 
a third application may be made with good effect in 
those cases which recur. 

The after-treatment consists of keeping the bowels 
confined for four to five days, and rest in bed from three 
to four weeks, during which period the horizontal position 
is maintained under all circumstances. 

Good results are more likely to occur when the prolapse 
is taken at an early stage, but in long-standing chronic 
cases, when the bowel has become thickened, the results 
are not likely to be so satisfactory. 

Operations. — Prolapse of the rectum has produced a 
number of operations, many of which show considerable 
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ingenuity in their conception, and require much elaborate 
detail in carrying them out. There must be great diffi- 
culty in most of these operations in obtaining an aseptic 
healing. If this does not occur, the result will be a fiasco ; 
but even when an aseptic course has been run and the 
prolapse is reheved, there remains a rigid rectum, with 
much loss of expelling power. 

It is my object to make this work as practical as pos- 
sible, and, after having considered these operations quite 




Fig. 22.— Shows 



seriously, I do not beheve any practical good will result 
in discussing most of them. 

The two operations I propose to discuss as being of 
real practical value are : {i) excision ; (2) sigmoidopexy. 

When the prolapse is limited to the first 2 or 3 inches 
of the rectum, excision of the entire circumference of 
the mucous membrane of the bowel is often quite suc- 
cessful. Fig. 22 shows such a condition. 
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Tlie operation is performed in the same way as Wiiite- 
head's operation for piles. When the mucous membrane ■ 
has been separated off to the required length, it is removed ■ 
by scissors, and the cut edge is brought down and sutured 
to the sliin edge ; and the act of bringing this down folds 
the intervening muscular tissue on itself, producing, in 
fact, the exact opposite to that which occurs in prolapse. 




KiG. 23. 

I, The folding up of the muscular coat of that part of the bowel 

from which the mucous membrane has been removed. 

The after-treatment does not differ from that carried I 
out in excision for piles, except that in this instance it is 1 
better that the patient should keep to the horizontal 
position entirely for three weeks. 

This operation for cases of recent procidentia of the ' 
first degree is often successful, and may be preceded or ■ 
supplemented by the use of the cautery. In various , 
cases in my own practice I have used the cautery first, 
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and when this has not been sufficient I have excised the 
mucous membrane with excellent results. 

For cases of a more severe type the operation of sig- 
moidopexy is the one which offers the best results, and in 
which the risks of suppuration, etc., are reduced to a 
minimum. 

From a mechanical point of view the operation is a good 
one, because it leaves the rectum free, which is an impor- 
tant matter for the comfort of the patient. 

The operation is performed by making an incision over 
the left rectus about 3 to 4 inches in length ; the outer 
edge of the rectus is then sought, separated, and pulled 
in towards the line corresponding to the skin incision. 
The peritoneum is opened, and the sigmoid is sought and 
pulled up to the wound sufficiently to overcome the 
condition of procidentia, and sutured to the anterior 
abdominal wall for about 2 inches by four or five silk 
sutures, which, passing through the muscular coat of the 
bowel, are then tied to the transversalis fascia. 

The peritoneum and posterior layer of the transversalis 
fascia are sewn up with chromicized catgut, and the rectus 
muscle, when restored to its place, covers this incision. 

The anterior sheath of the rectus and external oblique 
fascia are sewn up separately, and a continuous sub- 
cuticular silk suture brings the skin edges together. 

The bowels are opened by enemata and mild laxatives 
on the fifth or sixth day, and in this case the horizontal 
position is kept for quite four weeks, during which 
time anything like constipation must be carefully 
avoided. 

At the end of the fourth week the patient may sit up 
in bed, and gradually get up and walk about ; but these 
steps must be very gradual. 

The success of this operation will depend greatly on 

6—2 
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the after-treatment, and if this is carried out properly 
the result is excellent. 

The following is a typical case for this class of operation : 
A female patient, aged thirty-three, was sent to me by 
Dr. Percival White suffering from severe procidentia recti. 
This had been in existence for over three years, and had 
gradually become worse. The patient was anaemic, and 
suffered from constipation. On examining the case under 
an anaesthetic, the bowel could be pulled down for 
5 inches, and doubled on itself, making 10 inches in all. 
The mucous membrane of the prolapsed part was much 
altered in character, owing to the friction of the clothes, 
etc., and it bled readily. The cautery was freely applied 
to the mucous membrane, and the bowel returned. The 
effect of this was practically nil, and three weeks after the 
operation just described was performed. The patient was 
kept in bed six weeks, and then gradually allowed to get 
up and walk, etc. 

There has not been any return of the prolapse ; both 
the anaemia and constipation have disappeared, and the 
patient's health is excellent. 



CHAPTER VIII 

ULCERATION AND STRICTURE OF THE RECTUM 

(NON-MALIGNANT) 

Ulceration of the rectum is commonly said to be due 
to syphilis, tubercle, and dysentery, and of these syphilis 
has had the greatest reputation, but for no adequate 
reason that I can discover. 

Tuttle, in his encyclopaedic book on this subject, has 
gone very thoroughly into the various theories which have 
from time to time been put forward as to the causes of 
ulceration of the rectum, and anyone interested in this 
matter cannot do better than read this account. 

The question has been one of profound interest to me 
for a number of years, and, owing to this fact no doubt, 
I have seen a large number of cases which have come 
from all parts of th6 country. 

It is a well-known fact that by far the largest proportion 
of these cases exist in women : for one case that is seen 
in a man, apart from post-operative sepsis, five or six 
are seen in women. There are two causes for this : one, 
the most common, is infection from the vagina ; the other, 
which is rare, is the pressure produced by the head in a 
case of prolonged childbirth. 

In the pre-aseptic or even pre-antiseptic days there was 
a form of ulceration in rectal surgery which was spoken of 
and known as ' the ulceration.' 
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A healthy patient came in for an operation for piles, 
became septic, and chronic ulceration was the result ; 
but beyond this, owing to the want of method and know- 
ledge then existing, a nurse, house-surgeon, or possibly 
surgeon, passed from this patient to the next, without 
any attempt at disinfection, and so gradually two, three, 
four, or more patients became infected, until things 
became so bad that the hospital or ward was closed and 
cleaned, and a fresh start was made. 

Such a condition as this is now unknown, and although 
many cases of ulceration are admitted, and some may 
go out only relieved, no case of operation has for a 
long time now gone from St. Mark's Hospital with a 
chronic infective ulceration consequent on any operation 
performed there. 

My personal experience is that during twelve years I have 
not seen a single case which by any way whatever I could 
attribute directly to syphilis. Such an experience must 
be considered in drawing conclusions as to the reason 
of this most distressing malady, and although no doubt 
syphilis occasionally is associated with, and may directly 
or indirectly affect, such a condition, it can only be in quite 
exceptional cases that syphilis, either in its secondary or 
tertiary phase, is the direct cause of this ulceration. 

I have endeavoured to demonstrate in the chapter on 
fistula, etc., that an abrasion constantly exists in the 
region of the sphincters, and, without repeating what has 
already been written, I may say that my experience leads 
me to believe that many cases of rectal ulceration start 
from this source. 

It may well be that syphilis, or any other debiUtating 
disease, will exaggerate the condition, but that is quite 
another matter to the question of syphilis being a direct 
cause. 
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It is most necessary that this fact should be recognised, 
as it has much to do with the treatment, and whether there 
is a history of syphiUs or not, it is certain that no form 
of antisyphiUtic treatment has any real effect in arresting 
the progress of this disease. 

Dysentery, for some reason, has been classed as a cause 
of stricture of the rectum, but I have not yet seen any case 
which can be attributed to it. The .isease itself at certain 
phases has some characteristics similar to the symptoms 
of dysentery, and this probably is why it has been put 
down as a cause. 

Tuberculous ulceration causes a slow general destruc- 
tion of tissues, and has definite characters, which are 
unmistakable, and the symptoms are quite different 
from those which occur in cases of infective ulcerative 
proctitis. 

In October, 1900, I published a paper on * The Causes 
and Treatment of Non-malignant Stricture of the Rectum,' 
which I had previously read at the meeting of the British 
Medical Association at Ipswich. In that paper I stated 
that the most common causes of rectal stricture was 
septic ulceration. During the intervening six years I 
have seen many more cases, and the history and progress 
of these only confirms my original statement. 

The infection starts always at or about the internal 
sphincter, at a previously existing abraided surface. The 
ulceration proceeds, not by the direct destruction of 
mucous membrane, but by infective infiltration of the 
submucous tissue, which becomes cedematous and thick- 
ened. The superjacent epithelium becomes much con- 
gested, and gradually ulcerates away. In the meantime 
the infection slowly plods away ahead of this in the sub- 
mucous tissue. 

Associated with this condition is a rise of temperature, 
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a feeling of fullness and tenderness in the rectum, a thin 
sanious discharge, and pain on defaecation. 

In a certain number of cases attacks of acute synovitis 
occur at varying times. 

In certain fulminating cases the infective process 
spreads rapidly up to the peritoneum, involving a large 
portion of the sigmoid and descending colon ; peritonitis 
occurs, and the patients die. 

The following case is an instance of this : R. L., aged 
thirty-four, was admitted to St. Mark's Hospital on 
April 9, 1904. The man was very ill on admission, with 
a high temperature, quick, feeble pulse, and with ad- 
vanced ulcerative proctitis. 

Previous History. — Good health until September, 1903, 
when he suffered from constipation, and had some blood- 
stained discharge. He attended some medical dispen- 
sary, and was treated for piles. Seven weeks before 
admission he became much worse, with constant rectal 
discharge and no control. 

The man was so ill when admitted that it was thought 
advisable to try and improve his general condition before 
doing anything locally ; but, in spite of all care, he 
gradually sank, and died on April 20. 

The post-mortem examination showed that there was 
acute infective ulceration of the rectum, and there was 
practically no mucous membrane left in the rectum at all. 
The ulceration extended as high as the sigmoid, and peri- 
tonitis existed. 

When in the non-fulminating cases the acute con- 
dition and the pyrexia subside, the main symptoms 
are sanious discharge, pain on defaecation, associated 
with tenesmus and diarrhoea, and frequently the loose 
skin around the anus becomes thickened, resembling 
an exaggerated condition of the so-called ' tags ' of 
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skin which are left sometimes after the ligature of 
piles. 

Digital examination, which usually causes acute pain, 
reveals a rough, uneven, granular surface, where the 
mucous membrane has heen destroyed, and the edge of 
the mucous membrane can be felt thickened and slightly 
raised, and beyond this for a varjdng extent^from ^ inch 
to 3 or more inches — the mucous membrane is raised, 
rather cedematous, and not freely movable. This is pro- 
duced by the submucous infiltration, which I have 
already said is the preliminary step to the destruction of 
the mucous membrane. 

The process of ulceration is mainly limited to the sub- 
miicous tissue and the mucous membrane, and it does not 
extend far beyond these tissues ; consequently, when the 
destruction of mucous membrane has been complete, the 
destructive part of the ulceration is practically over ; and, 
without any regard to the condition of progressive ulcera- 
tion which may be going on above, fibrous tissue forms 
in this denuded area, contraction occurs, and a fibrous 
stricture is the result. 

The information gained by sigmoidoscopy depends 
upon whether there is any haemorrhage, and whether, 
when contraction exists, the sigmoidoscope can be passed 
beyond it. 

This method of examination should always be carefully 
carried out when possible, and the hemorrhage can usually 
be stopped by an injection of hazehne and water. 

Most contractions can be dilated sufficiently by gradu- 
ated bougies to permit the passage of the tube. 

The information gained by this examination is of the 
greatest use, as by it the extent of the actual ulceration 
can be known ; also the additional length of mucous mem- 
brane already involved by submucous infiltration can be 
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seen, and finally, and most important, where healthy 
mucous membrane begins can be seen exactly. 

When the case is seen early and is limited to the first 
3 inches of the bowel, the extent of the ulceration, etc., 
can be perfectly well mapped out with the finger. 

Treatment. — The treatment of infective ulcerative 
proctitis is most difficult and often disheartening, and 
the failure in these cases is, in my opinion, due to the 
fact that the forms of palliative treatment hitherto 
adopted are not only inadequate but also harmful, in 
that much valuable time is lost, during which the ulcera- 
tion progresses further up the bowel. 

I do not know of any single instance of a cure being 
obtained by palliative treatment when once this con- 
dition of progressive ulcerative proctitis has established 
itself, and certainly a great many different things have 
been tried. 

The persistency of this disease is well shown in the 
following case, which illustrates also the various forms of 
palliative treatment : 

A male patient, aged thirty-four, came under my care 
in 1905 suffering from a fibrous stricture of the rectum 
and partial intestinal obstruction, with considerable 
distension of the abdomen, due to faecal accumulation. 

Eleven years previously he had had trouble and pain 
in passing a motion, and constant desire to get the bowels 
to act, with the result that, after much straining, a quantity 
of ' discharge ' was passed. 

There is no doubt that at this time the man had 
ulcerative proctitis, but it was not recognised, and some 
operation for piles was performed, and the patient was 
told to pass bougies on himself. 

From that time until he came to me his life was 
more or less given up to passing bougies, and attending 
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in various ways to his rectum, alternating with periods 
of doing nothing. In the meantime the stricture 
gradually asserted itself, and when I saw the patient 
he was gravely ill with the condition already described. 

By means of bougies, purges, and enemata the intestines 
were gradually emptied, and after about fourteen days 
of this treatment he was sufficiently better to enable 
me to excise the stricture. This was done, and about 
3 inches of the bowel were excised, but it was found that 
the ulceration extended beyond the stricture. Unfortu- 
nately, the patient was getting somewhat collapsed, and 
it was not considered advisable to excise any more, so 
the cut edge was stitched to the anus. 

The patient made an excellent recovery, put on weight, 
and, in fact, was in the best of health ; but in spite of 
this and the unremitting zeal of skilled nurses, who most 
carefully carried out a daily rectal toilet of washing out 
with boracic, saline, and finally glyco-thymoline solutions, 
and the internal administration of intestinal antiseptics, 
the ulceration has steadily progressed. 

' High frequency ' was given for some — many — weeks 
by a specially-devised tube, and for a time I had great 
hopes from this, but it ended in disappointment. 

I recently saw this patient, after an interval of some 
months, and he has now another stricture about 3^ inches 
up, with commencing indications of being unable to unload 
the intestines. 

This case is not finished yet, but as the disease exists 
in a patient who is in a position to carry out any form of 
treatment, and who very carefully did so, it is an instance 
of the intractable character of the disease, as well as a 
strong indication as to the line of treatment which I 
suggest is the only one capable, so far, of producing a 
radical cure. 
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In considering the question ol any operative treatment 
it must be borne in mind that the ulcerated area, which 
has been denuded of mucous membrane, is not the active 
and progressive area of disease. This region is the country 
left ravaged and destroyed by the army which has 
passed on, after the mischief has been done. It will in 
due course repair as well as it can, and may be aided by 
proper applications and treatment. 

Any idea of a cure being brought about by scraping, 
cauterizing, or applying strong nitric or carbolic acid is 
not worth considering. 

It is the area of submucous infiltration above this which 
has to be dealt with if the disease is to be checked. 

The reason why in one instance this form of ulceration 
should happen, and in another an abscess occurs, which 
when properly dealt with clears up, and why in a third 
there is a fulminating condition which may end fatally, 
will be best answered by the bacteriologist, and it is 
probably from this source that a definite treatment, 
short of some radical operation, will originate which will 
be of some material benefit. 

Palliative treatment in cases of this kind, when once 
they are long established, is quite futile, in view of a definite 
cure resulting, and instances have been given to show 
this. 

The only successful cases I have had which have stood 
the test of time are those in which the whole of the 
affected area has been removed, and where absolutely 
healthy mucous membrane has been brought down and 
stitched to the anus ; and, curiously, the first case I ever 
did was the most successful. 

This patient has been seen since many times. The 
last time was in 1905, nearly six years after the operation, 
when the patient returned for an operation on the toe. 
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Whilst under the anaesthetic I asked two surgeons who 
were present at the time to examine the rectum, and say 
what had been done ; but this it was impossible to do, as 
both on inspection and examination the condition seemed 
practically a normal one. 

The following is an account of the case, as published 
in the British Medical Journal, October 6, 1900 : 

A. T., aged eighteen, a healthy-looking girl, was 
originally admitted to the Metropolitan Hospital under 
my care on April 4, 1897, suffering from ulceration of the 
rectum. At this time she was sixteen and a half years 
old. The discharge from the rectum had been noticed 
since the age of five years, at which time she was living 
in the West Indies. When the patient came under my 
care her condition was a most lamentable one. The 
lower part of the rectum, from the anus as far as the 
finger could reach, was ulcerating and discharging blood- 
stained pus. Any action of the bowels caused great pain. 
The girl was quite unable to do work of any kind. Her 
general health was otherwise good, with the exception 
that at rather frequent intervals she suffered from attacks 
which in many ways resembled acute rheumatism. On 
these occasions one or more joints would become dis- 
tended, tender, and inflamed, and the general temperature 
would rise to 101° to 103° F. After a week or ten days 
this condition gradually subsided. The subsequent 
history shows that these strange attacks were due to 
absorption of septic material from the ulcerated bowel. 

The ulceration of the rectum was treated by frequent 
irrigations with a solution of i in 2,000 perchloride of 
mercury, and after a time the ulcerated area was scraped. 
The girl was kept for some months in bed, and, mainly 
owing to the great care taken of her by the ward sister, 
her condition improved so much that she left the hospital 
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for a convalescent home, having been instructed to 
continue the irrigations twice daily, and also to pass 
a rectal bougie occasionally, as the now healing ulcerated 
area showed sings of contracting. 

In the autumn of 1898 the girl was readmitted with 
severe ulceration and a marked stricture commencing 
between 3 and 4 inches above the external sphincter. 
The patient was anaesthetized, and the stricture was 
divided by linear incisions of a superficial character. 
The finger was passed w^ell above the stricture, and it was 
found that the ulceration was continuing at this place. 
The former treatment of rest in bed and irrigation were 
resumed, and after some time the patient was discharged 
with the ulceration healed, and with instructions to pass 
the bougie daily. 

On April 30, 1899, she was readmitted for a bad 
stricture of the rectum, which, in spite of the fact that the 
bougie was passed daily, had gradually become more and 
more marked, and now only admitted the tip of the index- 
finger with difficulty. The bowel below the stricture 
was smooth and devoid of ulceration. As the patient 
was totally incapacitated from doing any work for her 
living, and as she was entirely alone in the world, I felt 
that the time had come to try even some desperate course, 
if by such means the girl could be cured of her present 
lamentable condition. 

On May 5, 1899, the patient was anaesthetized and 
placed in the lithotomy position. The sphincters were 
dilated to their fullest possible extent ; a circular incision 
was then made around the mucocutaneous margin, and 
the gut was separated from the sphincters and carefully 
freed all round up to the stricture. Here the fibrous 
tissue was very dense and thick, and the separation was 
a matter of considerable difficulty. The strictured part 
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was ij inches in length, and before this was freed and 
brought down the peritoneal cavity had been freely 
opened. The mucous membrane above the stricture 
was found to be quite healthy. Slight traction brought 
the healthy gut to the anal orifice, and after the holes in 
the peritoneum had been closed the dissected bowel was 
cut off, and the healthy margin secured to the muco- 
cutaneous margin by four silkworm gut sutures, and then 
by a continuous horsehair. No vessels were ligatured. 
The length of the piece of bowel removed was over 
5 inches. The patient was much collapsed and almost 
pulseless at the end of the operation. Saline injections 
improved her condition somewhat. After coming out 
of the anaesthetic she complained for some hours of 
severe abdominal pain, and the temperature rose to 
101° F., pulse 140. Strychnine was injected every two 
hours, and brandy given in 2-drachm doses every hour 
for nearly twenty-four hours because of the extreme 
collapse which existed. Vomiting and abdominal tender- 
ness continued for forty-eight hours, but on the night of 
the 7th (the third day after operation) she slept well, 
and from this time she began to mend. 

On May 11 she passed flatus, and although the abdomen 
was still tender she was much better, and quite recovered 
from the collapse. Locally the stitches were holding 
well except at the anterior part, where the mucous 
membrane had retracted a Uttle. 

On May 12 the bowels were well opened after castor- 
oil and an enema. On examining the wound the mucous 
membrane had retracted anteriorly and posteriorly, and 
there was a small communication between the rectum 
and vagina just above the external sphincter. Laterally 
the mucous membrane held. 

The temperature kept up until May 14, after which 
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date it ranged from the normal to 99° F., and occasionally 
rose somewhat higher. The discharge, which after the 
first few days was profuse, gradually ceased, and the 
recto-vaginal opening closed completely. 

From now on the wound gradually healed, and on 
July 5, two months after the operation, she was quite 
well, with perfect sphincter control. Just above the 
external sphincter, where the mucous membrane had 
parted, there was a tendency to contraction, which 
gradually increased, but this was easily counteracted by 
passing a No. 20 bougie. 

The patient was discharged on July 20, and went into 
service a month later. She has been seen since, and 
was in the best possible health. Locally the conditions 
were most satisfactory ; there was no rectal or vaginal 
discharge. Sphincter control is perfect, and the mucous 
membrane is quite healthy. All tendency to any con- 
traction has entirely disappeared, and the passing of 
bougies has been discontinued. The patient is the 
picture of health, and has not had any further attacks of 
synovitis. 

The next successful case was one in which I performed 
a preliminary colotomy (this was published at the same 
time as the last) . 

L. T., a married woman, aged forty, five children, no 
miscarriages, was admitted to St. Mark's Hospital under 
my care on April 10, 1899, suffering from stricture of the 
rectum. The woman's past history is as follows : Eight 
years ago, when the third child was born, she had a very 
bad confinement. For the last six years there has been 
increasing difficulty in getting the bowels to act, and 
frequently during this time she has passed blood. In 
January, 1897, she was an in-patient at the New Hospital 
for Women for three weeks for stricture of the rectum. 
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She afterwards continued to attend as an out-patient 
for several months, and bougies were passed daily. 

In 1891 the left knee became swollen and tender, and she 
attended the Royal Free Hospital for seventeen weeks, 
and was eventually taken in there, and the stricture of the 
rectum was again treated by bougies passed daily. (Whilst 
she was in the hospital she was sent to the Examination 
Hall to show the knee.) The stricture was temporarily 
reheved by the bougies, but contraction began again very 
soon. The patient attended at St. Mark's Hospital in 
February, 1899, and her condition was then a bad one : 
the rectum was ulcerated, as far as one could feel ; about 
3j inches up was a tight stricture, which did not admit 
the tip of the forefinger. The smallest-sized bougie was 
passed with difficulty, and caused great pain, but gradu- 
ally the stricture was dilated until a No. 6 could be passed. 

The patient's health was very indifferent, and she suf- 
fered much pain. In fact, her life was a misery to herself, 
and not any comfort to her family. Under these circum- 
stances, and bearing in mind the success of the last case, 
I urged her to become an in-patient and let me do what I 
could for her, although I was careful not to promise 
her much in the way of result, as I was not at all sure that 
I should be able to repeat the result of the first case. 
Eventually she came in on April 18, and I performed 
inguinal colotomy on her on April 20. After an interval 
of a few weeks the bowel below the opening was periodi- 
cally irrigated, until no discharge except mucus was washed 
out through the rectum. 

The patient then left the hospital, and was seen occa- 
sionally until November, when she was readmitted, and 
on November 6 the following operation was performed : 

The patient being placed in the Uthotomy position, 
the sphincters were stretched as much as possible. An 

7 
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incision was then made all round the anus at the muco- 
cutaneous margin, and the mucous membrane gradually 
separated from the sphincter by scissors, and the separa- 
tion was continued right up to the stricture, where con- 
siderable difficulty was experienced on account of the 
toughness of the scar tissue ; also care had to be taken here 
not to wound the vagina. When once the stricture had 
been passed, the mucous membrane was found to be quite 
healthy. The peritoneal cavity was opened on both 
sides, particularly on the right ; this was closed again 
by sutures. The bowel was divided above the stricture 
through healthy mucous membrane, and the lower parts, 
with the stricture, were removed ; the cut edges of the 
healthy bowel were brought down to the skin margin by 
gentle traction, and sewn to it by a large number of 
interrupted sutures of chromicized catgut. No vessels 
were ligatured. The subsequent course of this operation 
was uneventful. There was some slight collapse and 
abdominal pain for the first twenty-four hours, but after 
that the recovery was an uninterrupted one. 

On December 29 the colotomy wound was closed by 
separating the parietal peritoneum, with the adherent 
bowel, from its attachment to the skin, and the edges of the 
gut were brought together by transverse sutures, thus 
obviating any risk of stricture. In uniting the abdo- 
minal walls, the tissues were brought together by silk- 
worm-gut sutures, which did not include the skin, but 
the skin edges were approximated when these sutures 
were tied. 

The idea of not uniting the skin edges was to prevent 
the subcutaneous accumulation of any even mildly septic 
fluid (for it was obviously impossible to get the skin 
clean), which might, as in former cases, cause the wound 
to break down. The plan answered admirably in this 
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instance, and the woman made an uninterrupted recovery. 
The bowels acted in the natural way two days after the 
operation. The patient left the hospital three weeks later, 
and has been seen several times since, and is in the best of 
health, looking quite ten years younger, having put on 
flesh, and, in fact, thoroughly enjoying her life — a very 
different picture to the thin, miserable, pain-stricken 
woman of a few months ago. 

The details in these cases show that practically all forms 
of known palliative treatment have been tried, and with 
no success whatever — in fact, with harm, as valuable 
time and tissue were both lost. 

In many cases a preliminary colotomy is desirable, for 
the following reasons : It makes it possible to wash out 
the bowel from above, and, keeping it free from faecal 
contact, any ulceration which may be, and often is, in 
existence above -the stricture has a chance of healing. 
When the strictured part is excised, the peritoneum may 
be freely opened without any chance of faecal infection. 
The chances of suppuration around the mucocutaneous 
margin are greatly diminished. If for any reason the 
operation has to be abandoned half-way, this may be 
safely done when A preliminary colotomy has been under- 
taken. 

These operations should not be undertaken without a 
full knowledge of the difficulties to be met with. The 
haemorrhage, in spite ai all care, is often excessive. The 
separation of the strictured parts from the adherent 
surroimding structures is tedious and %nxious work. The 
peritoneum may have to be freely opened. The post- 
operative shock is generally alarming, and requires all 
the attention and care which good nursing alone can 
give. 

In the fulminating cases already spoken of the only 

7—2 
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chance is to perform posterior median proctotomy. This 
gives the best possible drainage, and any ' pockets ' 
which may be formed are also investigated and drained. 
This treatment, associated with baths, intestinal anti- 
septics (and possibly injections of some form of vaccine, 
when the condition of the opsonic index suggests it) may 
end in a fortunate result, as instanced by the following 
case : 

A man aged forty-eight was admitted to St. Mark's 
Hospital suffering from ulcerative proctitis, which was 
acute, but limited to the lower 3J inches of the rectum. 
The patient was ill, with a profuse rectal discharge and 
high temperature, and suffering considerable pain. A 
posterior proctotomy was performed, which procured good 
.drainage. The affected area was irrigated twice daily, 
and also washed with peroxide of hydrogen. This patient 
made an excellent recovery, and was discharged quite 
well in every way. 

Sufficient examples have been given to show the per- 
sistency of these cases, and the difficulty in dealing with 
them. 

Early recognition of the symptoms is the first essential, 
and the second is to recognise that palliative and partial 
methods are worse than useless. The disease must be 
treated on the same lines as a malignant growth, and 
complete removal of the affected portion of the bowel is 
the only means of getting rid of the disease. 

The following case is an excellent example of this : 
A male patient, aged forty-three, was sent to me by Dr. 
Ross-Macdonald suffering from rectal pain and discharge. 
When examined under an anaesthetic, three separate sub- 
mucous tracks were made out, as shown in the illustration 
(Fig. 6), p. 6 ; these were dilated and scraped, and lightly 
packed with iodoform gauze. After ten days' treatment 
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the lower part of the bowel was excised, and healthy 
mucous membrane attached to the skin. The operation 
was performed in July, 1905, and the patient has been 
seen often since. The result is a complete cure. 

When this is not possible, then the patient can be 
treated by some of the palUative methods mentioned 
until colotomy is necessary. After this has been done, 
the patients are much more comfortable than before, as 
the lower bowel can be washed through and kept clear of 
mucus and discharge, and it is not so liable to get re- 
infected. 

The marked improvement in the patient's health after 
colotomy has been done is so striking that I personally 
urge it on patients in whom this disease is too far advanced 
for any radical measure. 

It is interesting to notice how grateful the patients are 
for the general improvement brought about by a colotomy 
when once they have become accustomed to the condition, 
which takes a very short time. 

When the disease is limited to the first 2 J to 3 inches — 
that is, when healthy mucous membrane can be felt and 
seen at this distance — and if the disease has not been 
existing for some time, then excision can be performed, 
either by the coccygeal or perineal methods. I am in- 
cUned to favour the coccygeal route, because good drainage 
can be procured, which is an important matter. 

If the disease has existed for some time — that is, for 
some years — and a marked fibrous stricture exists, before 
embarking on any serious operation the stricture should be 
dilated sufficiently to allow a sigmoidoscopic examina- 
tion to be made, when the full extent of the disease can 
be made out. 

The operative procedure wiU depend upon this examina- 
tion. If the patient is young — not over thirty — and the 
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general health is good, and the ulceration does not go 
beyond 6 inches, the bowel should be excised by the sacral 
method. 

In doing this, the best and quickest way is to get at the 
healthy bowel above the ulceration, and to do this it is 
necessary to open into the peritoneal cavity freely ; 
when this has once been done, the adherent tissues below 
can be more easily separated, and the haemorrhage, which 
is usually very free, can be more readily controlled. The 
whole of the affected bowel down to the anus can be 
removed through the sacral opening, and the healthy 
bowel brought down and stitched to the anus. The 
peritoneal opening is loosely packed with iodoform gauze, 
and the upper part of the sacral incision is closed by 
interrupted sutures. 

The gauze is removed on the third day, and the wound 
is irrigated twice daily with saline solution, and lightly 
packed with iodoform gauze. A purge is given on the 
fourth night. 

When the ulceration is of long standing and the patient 
is in ill health, and especially when the patient is over 
thirty, it is better to do a preliminary colotomy, for 
reasons already given. 

When removal is impossible, colotomy is the only thing 
left to do, and it should be strongly urged. 



CHAPTER IX 

NEOPLASMS OF THE RECTUM 

Growths of the rectum, as in other parts, are divided 
into innocent and maUgnant varieties, but in this region, 
perhaps more frequently than elsewhere, a growth which 
was originally innocent may become malignant. The 
necessity, therefore, of recognising and dealing with all 
kinds of rectal growths is obvious. 

Innocent growths of the rectum may exist in every 
form, but it is only proposed to discuss those varieties 
which commonly occur. 

Of these, by far the most frequent is the pedunculated 
polypus (Fig. 24). 

Polypi may occur anywhere in the intestinal canal, but 
the rectum is undoubtedly the most common situation for 
polypi which give rise to symptoms caUing for treatment. 

They occur both in children and in adults, and are 
usually single, but two or three may be present, or the 
polypi may be multiple, and extend over the whole of 
the large bowel, and even into the small intestine. 

Whatever the structure of a polypus, whether it is ade- 
noma, fibroma, or lipoma, the common characteristics of it 
are that it is a round, smooth swelling attached to a pedicle, 
which may be any length from J inch to 3 or 4 inches. 

The usual situation is within the first 2 inches of the 
rectum, but those with a long pedicle originate higher 
up in the bowel. 
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Symptoms. — The passage of blood and mucus, asso- 
ciated with straining, are the usual symptoms associated 
with this trouble. 

If the pedicle is sufficiently long, the polypus may be 
extruded from the anus, and become gripped by the 
sphincter ; unless reduced or otherwise dealt with, it may 
slough off, and in this way a cure may be produced. 

Treatment. — When a polypus causes symptoms 
which necessitate its removal, this can be done in most , 
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cases without an auEesthetic by hooking the forefinger 
round the polypus, and with gentle traction pulling it 
down, until a ligature can be passed round the pedicle. 
When this has been tied, the polypus is cut off and the j 
ligature cut short, no dressing is required ; and nothing^ ] 
more need be done. 

When, however, there are two or three polypi, and 
more particularly when the polypus has a high attach- 
ment, more care is necessary. Under these circumstanc es. 
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it is better that an anaesthetic be given and the sphincter 
dilated, when a thorough examination can be made. 

If the polypi are attached low down, they are ligatured 
and removed in the manner already mentioned. 

In certain rare instances, when the polypus has been 
attached high up, and when the pedicle is somewhat broad 
at the base, it has been found that a peritoneal pouch 
is included in the pedicle. Under such circumstances 
special care must be taken that the ligature is well tied, 
with sufficient pedicle in front of it to avoid any chance of 
slipping. 

Multiple Polypi are usually adenomatous in structure, 
occurring in the rectum and over the whole extent of the 
large bowel, and have even been found in the small 
intestine (Fig. 25). 

They are most numerous at those places in the large 
bowel where the intestinal contents are apt to accumu- 
late. 

The mucous membrane of the bowel generally shows 
signs of chronic inflammation in cases of multiple 
polypi. 

Symptoms. — Haemorrhage is the symptom for which 
patients seek relief in these cases, and tenesmus, pain, 
and diarrhoea are present in a greater or less degree, 
depending upon the amount of coexisting coUtis. The 
patients are usually anaemic and debilitated — a condition 
which is common in aU chronic intestinal troubles. 

Diagnosis. — The symptoms in these cases are such 
that no delay should occur before making a rectal ex- 
amination with the finger, speculum, and sigmoidoscope, 
when some such condition as that shown in the diagram 
(Fig. 25) will be seen. 

Treatment. — As may be imagined, no form of treat- 
ment, dietetic or medicinal, is in any way satisfactory, 
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and operative treatment, to be useful, must be thoroughly 
carried out. 

Food should be non-irritating and easily digested. 

The drug most useful is opium, which should be given j 
in fairly large doses ; this alleviates the pain and lessens i 
the diarrhcea. But whatever palliative measures are J 
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adopted, they will in no way affect the pathological con- 
dition of the bowel. 

The benefit of any surgical operation will depend on I 
the limitations of the growths. If they are confined 1 
merely to the rectum and lower part of the sigmoid, 1 
they can be removed by the electric thermo-cautery 
through the sigmoidoscope. A long, fine hook steac 
the growth, and the platinum cautery at a dull red heat I 
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sears through the pedicle. The tumour, when separated, 
is pulled out by the hook. In this way the various polypi 
can be fairly easily removed, and there is little or no 
haemorrhage. 

If the condition pervades the whole of the large bowel, 
the following treatment may be adopted : 

The growths in the rectum and sigmoid having been 
removed in the manner just described, ten days later the 
abdomen is opened in the mid-line, and an anastomosis 
is made between the ileum and sigmoid. By these means 
the affected colon is cut off from the contents of the intes- 
tines, and the symptoms of haemorrhage and diarrhoea 
either disappear or improve considerably. 

A remarkable case is recorded by Lilienthal in which, 
after having performed the operation just mentioned, 
the whole of the colon was successfully removed, the 
patient making a perfect recovery. 

Solitary polypi in the small or large intestine are 
occasionally the starting-point for an intussusception, 
and, in fact, most cases of chronic intussusception are 
produced in this manner. Bearing this in mind, it is 
quite reasonable to suggest that certain obscure cases of 
abdominal pain, associated with a definite swelling which 
disappears when the pain goes, and recurs in the same 
area when the pain recurs, may be due to some solitary 
polypus producing the irritation. I have not had any 
practical experience of this, but it would seem a reasonable 
deduction under such circumstances as I have mentioned. 

Single sessile adenomata grow occasionally in the 
rectum, and when symptoms occur which entail a rectal 
examination and recognition of the tumour, this should 
be removed, together with an elliptical piece of the 
mucous membrane surrounding it (Fig. 26). 

It is a matter of considerable importance that the 



io8 Surgery of the Rectum 

tumour and its base should be removed, as this form ot J 
tumour is apt to become mahgnant, and if imperfectly ij 
removed, a recurrence in a malignant form may growl 
from the base. 

Villous Tumours occur in the rectum, and are of much >l 
the same character as those that occur in the bladder orl 
kidney. 

They consist of spongy masses with long villous pro- I 
cesses, which may bleed readily and somewhat freely, j 
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They arise from the mucous membrane of the bowel, 
and are attached by rather a broad base, and often become I 
malignant (Fig. 27). 

The borderland character of these growths with regard I 
to mahgnancy is well shown in the following cases : 

A healthy-looking woman, aged thirty-five, was sent | 
to me at St. Mark's with a history of considerable It 
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of blood from the bowel, and a quantity of blood-stained 
discharge. On examination, a large growth was found 
in the anterior wall, which sprang from a broad pedicle 
and then exfoliated, making quite a large mass. The 
patient was admitted, and anjesthetized, and the growth 
pulled down after stretching the sphincters. A stout 
ligature in a pedicle needle was used to transfix and tie 
the base, the main portion of the growth being removed 
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with scissors. The patient made an excellent recovery, 
and left the hospital within three weeks. Sections of 
the growth were reported on by two experts. The one 
pronounced it probably malignant, the other said prob- 
ably not, and this about represents the pathological 
situation of the growth. 

The after-history of this patient is instructive on this 
point. She was seen after some months, when it was 
found that a recurrence of the growth had taken place, 
and clinically the character of this recurrence was malig- 
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nant. It was freely removed, and a section showed that 
it was also microscopically undoubtedly carcinoma. 

This patient had two or three more operations per- 
formed for recurrences, and throughout looked, and was 
otherwise, in the best of health. 

Another case of the same kind, and which shows the 
precarious character of these growths : 

A male, aged seventy-one, was sent to me because of 
a rectal tumour, situated about 4 inches up on the anterior 
wall. The only symptom complained of was that the 
bowels acted three to four times or more daily ; this had 
been going on for two years. The patient had not lost 
weight, but was, in fact, rather corpulent. When first 
seen the tumour was undoubtedly a simple villous 
tumour, but when seen again some months later it was 
obvious that the growth was increasing in size and 
changing in character. This was so marked that there 
was no hesitation in strongly advising the patient to be 
operated upon. 

Symptoms. — The symptoms are a copious discharge of 
mucous, and haemorrhage of a varying extent, sometimes 
it may be a mere oozing, at other times a large quantity 
of blood may be lost. There is a feeling of fullness and 
weight in the rectum which is usually associated with 
tenesmus and some diarrhoea. The aspect of patients 
suffering from villous growth of the rectum varies con- 
siderably. Some appear in the best of health, and so, 
indeed, they are but for this, others become anaemic and 
lose weight ; this latter condition is brought about by 
the loss of blood they sustain. 

On examination the tumour feels soft and velvet-like, 
and the various lobules can be traced out with the finger. 
The mucous membrane can be felt to run up to the base 
of the tumour, which spreads out immediately above this 
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into the villous part of the growth ; a totally different 
condition to carcinoma as far as digital examination is 
concerned. 

Treatment. — The treatment of these cases is a matter 
which requires anxious consideration because of the 
undecided character of the growth. 

In the first instance, they show how necessary it is, 
when the symptoms associated with their presence occur, 
to make a proper rectal examination. 

If left alone, sooner or later these villous tumours 
declare themselves malignant, and again, if insufficiently 
removed, they are likely to recur in a malignant form, 
often worse than any ordinary carcinoma, in the wide 
spread of the tissues involved. 

Such being the case, it would seem to be sounder 
surgery to regard the growth from the start as malignant 
in respect to any operative procedure. 

It is difficult to get people to take this serious step, 
but I am quite convinced that it is the proper course 
to pursue. 

To transfix and ligature the pedicle in these cases is 
quite easy to do, but it is not sufficient, as the after-histor}' 
of these cases show ; not only is it not sufficient, but it is 
distinctly harmful, as has already been stated. 

Surely with such a prospect it is a wise and proper 
course to thoroughly remove this very dangerous neoplasm 
whilst it is still comparatively harmless, and when the 
tissues in the neighbourhood from which it springs are 
still normal and allow free removal of the growth. 

If the tumour is fairly low down, and normal mucous 
membrane is sufficiently loose to bring together after- 
wards, the following operation can be performed : 

The sphincters are well stretched, and the tumour is 
pulled down outside the sphincters until healthy mucous 
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membrane can be demonstrated all rotmd the tomour. 
Three or four pairs of pressure-forceps are applied npoa- 
the healthy mucous membrane around the tumour ; 
these prevent retraction, and to a certain extent check 
haemorrhage. The whole area is now well washed with 
wann saline solution, and the tumour is removed together 
with a surroimding elliptical margin of healthy 'mucous 
membrane. All haemorrhage is arrested by means of 
forceps, and any vessels are ligatured. The surface is 
again washed with saline solution, and the cut edges of 
the bowel are approximated as carefully as possible, that ■ 
no pocketing may exist under the mucous membrane, 
and then sewn together by a continuous suture. Iodo- 
form gauze is lightly packed over the wound, and a tube 
is inserted into the bowel. 

If possible the bowels should be confined for six or 
seven days. The rectum should be careiully washed out 
after the action has taken place, and some iodoform gauze 
inserted. There will probably be some separation of 
the wound edges when the bowels act, and this is kept as 
dean as possible and allowed to granulate. 

Under no condition whatever should the pedicle be 
transfixed and ligatured in cases of villous tumours. In 
certain instances it may answer, but, generally speaking, 
the risks are too great to advise it, and, personally, I 
would never do it. 

When the growth is large and the base broad, : 
it cannot be easily pulled down, then, from an c 
prant of view, it must be r^arded and treated i 
same way as a mahgnant growth. The various o 
done tmder such circumstances will be described 1 




CHAPTER X 

CARCINOMA OF THE RECTUM 

Carcinoma occurs more frequently in the rectum and 
sigmoid than in any other part of the intestine ; the next 
conunon situation is the caecum, and after that come 
the Splenic and hepatic flexures of the colon, but 
growths in these two latter situations are comparatively 
rare. 

It is a matter of some interest that in these same 
situations intestinal contents are apt to accumulate, and 
form masses which may simulate a growth. 

The commonest type of growth is adeno-carcinoma ; 
scirrhus and medullary carcinoma also occur. 

When the growth involves the anal part of the bowel 
it is nearly always an epitheUoma. 

Rectal carcinoma may be broadly divided into two 
classes, one in which the growth is located below the 
peritoneum (Fig. 28), and the other in which the peri- 
toneum partially or entirely surroimds it (Fig. 29). 

The former includes all anal growths, and with the 
latter may be included those which occur in the sigmoid 
flexure. 

Rectal carcinoma may occur at any age, but it 
occurs more frequently in middle life than at any other 
time. 

I have seen it well marked in a boy of fifteen, in a 

"3 8 
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young woman of twenty-two, at twenty-seven, thirty-! 
three, and so on. 

The younger the patient the more rapid and wide-J 
spreading is the growth, and in nearly all such cases 3 
idea of removing the growth is out of the question. 

Symptoms. — Symptoms in most cases of carcinoma? 




Fif;. 2S.— Infra-peritoneai, Growth of the Rectum. 

recti are vague for so long a period that, -(vhen advic 
sought, the disease has already been in existence for some 1 
time. 

Vague pains may have occurred from time to time, buCJ 
have not been considered of importance by the patient. 

The definite symptoms are : 

T. Loss of blood. 
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2. Diarrhcea in an otherwise healthy individual. 

3. Constipation alternating with diarrhcea. 

4. Loss of weight, and, in advanced cases, a foul dis- 
charge of an odour which is pathognomonic. 

5. Pain, especially when the anal canal is involved. 
Loss of blood is a common symptom in many rectal 

ailments, and is too frequently treated perfunctorily 
without any proper rectal examination being made. 




FiCi. 29. — INTRA-PERITONEAL GROWTH OF THE RECTUM. 

This is a wrong thing to do — indeed, it is difficult to 
express how wrong it is. 

In the young, haemorrhage is usually the main symptom 
complained of, and if the case is regarded as one of 
haemorrhoids, and so treated without any proper examina- 
tion being made, much valuable time is lost. 

It is not too much to say that no case o[ rectal, 



ii6 Surgery of the Rectum 

hs^orrhage should be treated without, a proper rectal 
exammation bemg made» and if no sufficient cause can 
be found on digital examination, a speculiun, procto- 
scope, or sigmoidoscope should be used, that all parts of 
the bowel may be properly explored. 

Constipation alternating with diarrhoea is usually 
associated with an annular growth, causing a stricture. 

Diarrhoea in an otherwise healthy person, associated 
with loss of weight, occurs when the growth is spread over 
a large area, and is ulcerated, and also has involved the 
muscular coat of the bowel ; it occurs mostly in elderly 
people in whom the growth has been slow. 

Loss of weight is always of significance when associated 
with rectal symptoms, but large rectal growths may 
exist in people otherwise robust and stout. 

Pain is often conspicuous by its absence until the growth 
has ulcerated and involved surrounding structures, 
except in cases in which the growth involves the anus, 
when pain is an early symptom, as would be expected, 
having regard to the anatomy and nerve-supply of this 
region. 

Diag'nosis. — The diagnosis in an ordinary well-marked 
case of rectal carcinoma presents no difficulty. 

The irregularity and hardness of the raised margin, the 
want of any suggestion of a pedicle, and the ulcerated 
condition of the more central portion of the growth, are 
sufficient clinical signs to make a diagnosis. No other 
growth has all these. 

If there is any doubt at all, a piece of the growth can be 
removed and examined microscopically. 

When the growth lies beyond the reach of the finger, 
the sigmoidoscope is most useful for making a diagnosis. 

This can be used in many cases without anaesthetizing 
a patient. The bowel is cleared out by an enema. 
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In the case of male patients the genupectoral position 
is the best. In female cases, or when an anaesthetic is 
employed, the patient is placed on the left side, with 
the buttocks well raised and the head and shoulders 
lowered. 

The instrument is coated with glycerine, and passed 
into the bowel. No force must be used. If there is any 
resistance, the tube is partially withdrawn and passed in 
at a slightly altered angle. In the case of a much-curved 
sacrum it will be necessary to incline the rounded end 
well forward to get beyond the sacral promontory. 

A thickened Houston's valve may make an absolute 
bar to the further progress of the instrument, and in this 
case above all others no force must be used. 

The abdomen should be carefully examined in all cases 
of rectal growth, and the condition of the abdominal walls 
and the amount of distension should be noted. 

A growth situated high up beyond the reach of the 
finger can often be felt through a relaxed abdominal wall, 
and any secondary deposits in the liver, omentum, or 
elsewhere can also be made out. 

For purposes of diagnosis an exploratory incision may 
be necessary, and should certainly be made in those 
cases in which the symptoms suggest the presence of a 
growth which cannot be defined by the methods of ex- 
amination already mentioned. 

When this is done, the situation and extent of the 
growth can be made out, as well as its freedom or fixation 
to the neighbouring structures. 

The incision should be made in the left inguinal region 
if it is thought that a colotomy may be required, 
otherwise the mid-line is the best place, as a more 
thorough examination can be made of the contents of 
the abdomen. 
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Treatment. — The first thing in the treatment of 
carcinoma recti is to decide what is and what is not an 
operable case — meaning one suitable for excision. This 
is sometimes a matter of considerable difficulty. 

When there is obvious dissemination of the growth and 
a condition of cachexia is present ; when the patient is 
otherwise ' unsound,' and in those cases of quite old and 
feeble patients who are suddenly discovered to have a 
large growth which causes comparatively little discom- 
fort — no radical operation can be entertained. 

When the growth is really fixed it is generally in- 
operable, but here is the first difficulty — i.e., to decide 
when a growth is or is not so fixed as to be beyond 
removal. 

In a number of cases, when examined in the ordinary 
way, the growth will appear to be rigidly fixed and im- 
movable, but when these same cases are examined under 
an anaesthetic, in a large percentage of them the mass 
will be found to be quite freely movable. This particu- 
larly applies to those growths which are situated within 
reach of the finger, but in which the upper limit cannot 
be reached. When such cases are examined under an 
anaesthetic, the difference is quite remarkable. 

No conclusion, therefore, as to the fixation of a growth, 
and as to the possibility of its removal when in this situa- 
tion, should ever be made without a thorough examination 
under an anaesthetic. 

When from any cause a case is inoperable, and the 
question of colotomy does not arise, treatment must be 
of a palliative character, the aim of which should be — 

1. To keep up the patient's strength by appropriate 
light digestive foods. 

2. To prevent faecal accumulation by means of suit- 
able laxatives and enemas ; these latter should be 
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given thiough a tube long enough to reach above the 
growth, 

3. To keep the intestinal contents as free from micro- 
organisms as possible. 

The enemas will help do this, and further irrigation 
with some of the non-irritating antiseptic fluids, such as 
creolin (i : 500), chinosol {i : 500), peroxide of hydrogen 
with water, etc., will deodorize and keep clean the ulcer- 
ated surface of the growth. In addition, some intestinal 
antiseptic, such as salol or glyco-thymoline, should be 
given by the mouth. 

Recently I have been using for this purpose a product 
called ' Lactobacilhne,' which has been strongly advocated 
for its germicidal properties on the Bacterium coli com- 
mune by Professor Metchnikoff ; and certainly the results 
are interesting. A pamphlet by Metchnikoff, pubhshed 
by Remy, 77, Rue Denfert, Rochereau, Paris, is well 
worth reading by anyone interested in the matter. The 
product in tabloids can be obtained in this country at 
49, Haymarket, London. 

Curettage, or the actual cautery, may be employed 
in cases — which are uncommon — where haemorrhage is 
frequent, and also when the growth is closing the lumen of 
the canal. If the cautery is used, it should be reserved 
for those growths in the lower part of the bowel which can 
be kept in view. 

In cases where the growth is high up in the agmoid, 
and is fixed, it may be possible to perform entero- 
anastomosis, if there is sufficient bowel below the 
growth, and if the meso-sigmoid or meso-rectum is long 
' enough to admit of approximation of the bowel above to 
that bdow the growth. When this can be done, it is 
obvionsty preferable to a colotomy. 

An entero-anastomosis is also useful sometimes as a 
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temporary measure in cases where the growth is re-' 
movable but the patient's condition does not permit the 
complete operation. 

Under such circumstances the growth and anastomosis 
are returned to the abdomen. Later, when the condition 
permits it, the growth can be removed. 



CHAPTER XI 

EXCISION OF THE RECTUM 

Before any operation for excision of the rectum is per- 
formed some general preparation is desirable for four or 
five days beforehand. The form of preparation is much 
the same as that already mentioned in discussing pallia- 
tive treatment, viz., light nourishing diet, lavage, and 
intestinal antiseptics. This should be carried out, when 
possible, without the patients being aware that they are 
being ' prepared for operation.' The custom of sending 
patients from the consulting-room to the nursing-home 
on one day and operating on the next is rarely advisable 
in these cases. At the same time, a certain amount of 
judgment is necessary, and the temperament of the 
patient has to be considered. 

The various operations for excision of the rectum 
are : 

1. The perineal operation. 

2. The ano-coccygeal operation. 

3. The ano-sacral operation. 

4. The combined abdominal and perineal or 

sacral operation. 

The Perineal Method is used for all anal growths, and 
may be employed for growths limited to the first 2 inches 
of the bowel ; and where the growth is a limited plaque 
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When the growth commences within the bowel and 
does not involve the sphincters, the circular incision is 
made at the muco-cutaneous junction, and the bowel is 
separated from the muscles, as in the radical operation for 
hemorrhoids. 

When more room is required — as, for instance, in the 
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isolated, high-lying plaque already mentioned-^ail the 
tissues are divided which he between the posterior com- 
missure of the sphincters and the coccyx. 

In these cases of perineal excision it is always desirable 
to sew the healthy mucous membrane to the skin-edge 
when possible, even when the sphincters have been 
removed. By doing this, the fibrous stricture which 




otherwise occurs in this latter case is to a great extent 
avoided. 

To prevent infecting, the cut tissues, with the contents 
of the bowel or the discharge from the growth, when the 
muco-cutaneous margin has been separated sufficiently, 
a hgature or clamp is applied round the bowel, and the 
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cautery is applied to the exposed muco-cutaneous surface 
below this. When the bowel has been separated from the 
sphincters, the dissection can be carried on quickly ; and 
as soon as the growth is arrived at, the tissues must be 
divided farther away from the bowel, that all involved 
tissues may be removed. The dissection is carried on 
first on one side and then on the other, and any htemor- 
rhage is checked by plugging one side with gauze whilst j 
working on the other. 




Fig. 32.— Pf.rinkal Excision. 
The continuous line i shows the incision to be made when the 
sphincters arc involved in the growth. The doited line 2 shows , 
the incision to be made when the sphincters are not involved. 

An irrigator filled with hot saline solution is placed at 
the side of the operator, and frequently used during the 
operation. Care must be taken in the male not to wound 
the urethra, and a sound is passed into the bladder that , 
the operator may be kept infoimed of its proximity. 

As the bowel is separated, it is gradually drawn forward I 
until the growth is separated, with a hberal margin of 




Fic. 33.— Shows the Bowel and Growth separated , 

PULLED DOWN UNTIL HEALTHY TISSUE CAN 1 

THE Anus. 

saline is made, and any bleeding vessels are secured and 
tied, but this is not as a rule necessary {Fig, 34). 

The bowei is now clamped by three or four pressure 
forceps, and divided below them, and any vessel cut is 
clamped and ligatured. The space between the bowel 
and the cut tissues is carefully packed with gauze. 
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When the bowel has been removed, the silkworm-gut 
sutures are tightened up, approximating the bowel to ' 
the skin edge, and the clamped vessels are ligatured. 
A tube is passed into the bowel, and Hghtly packed roimd 
with gauze. This completes the operation. 
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Fig, 34.— The Suturks in Position ruROud 



Hkalthv BOWEl 



The aim of the after-treatment in these cases is to get 
the best possible drainage, and for this purpose the patient 
is propped up as soon as possible after the operation. 

It is practically impossible to get an aseptic wound in 
these operations, for, although at the time no infection 
of the tissues has occurred, the Bacterium colt commune 
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soon invades the area of operation outside the bowel by 
passing through the temporarily damaged gut. 

When, on the third day, the gauze packing is removed, 
it will usually be found to be infected and foul-smelling. 
Saline irrigation is forthwith commenced, and this is 
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carried out twice a day. The gauze round the tube is 
changed as often as necessary. An aperient is given on the 
fifth day. The stitches are removed on the seventh day. 
Recovery takes place in between three and four weeks. 

Any tendency to stricture is easily overcome by using 
a bougie until the period of contraction is over and the 
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wound has healed. The ultimate results of this operation ] 
are most satisfactory. 

The Ano-coecyg'eal Operation is best suited for growths 1 
situated above the sphincters, which almost or entirely i 
surround the bowel, and in which the upper limits c 
defined by the examining finger (see Fig. 39). 





I 



The details for this operation are practically the same 
as for the next. 

The Ano-sacral Operation is the one to be used when 
the upper limit of the growth is beyond the reach of the 
examining finger, and when it is partially or entirely 
surrounded by peritoneum (Fi^. 37). 
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Fig. 38 shows the sacnim with the dotted lines for 
either the removal of the coccyx or an elliptical piece of 
the sacrum as well. 

The removal of the portion of the sacnim shown in the 
dotted line gives a large amount of extra room, and does 




Fig. 37-— a Growth hick up in the Rectum, surrounded bv 
Peritoneum. 

A suitable case for the ano-sacral operation. 

not necessitate the destruction of the tissues, which 
takes place if a transsacral section is made. 

The skin incision for both these operations commences 
at the tip of the coccyx and extends up in the mid-line 
for some 4 to 5 inches, dividing the structures down to 
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the bone and separating them from it for about i inch 
on either side of the raid-hne. 

The sacro-coccygeal joint is next sought and divided; I 
the coccyx is then freed from the surrounding tissues, I 
and if the knife is kept close to the bone, the sphincter 1 
is not damaged. 

The bowel is now separated from the sacrum by 
pushing the former forward VpHth the finger, and the growth j 






Fig. 38.— Shows the Situation or thk Sacrum. 
The dotted lines show where the coccyx would be removed, and also 
show the elliptical piece that is taken from the 



is felt and its extent made out. If more room is wanted, 
a part of the sacrum can be removed by bone forceps. 
Additional space can be obtained by dividing some fibres 
of the gluteus maximus on one or both sides. These 
incisions are so helpful that I make them almost as a 
matter of routine. 

The healthy bowel above the growth is now sought, 
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and freed in its entire circumference. If the bowel does 
not come down easily, the peritoneum should be opened 
first on one side and then on the other, when it will be 
found that the bowel can be freed quite easily and brought 
down outside the sacral opening with the growth, as shown 
in Fig. 39. 

When possible, the bowel is freed and pulled down 




Fig. 39— Shows (i.) the Separated Skin Incision; (ii.) the 
Elliptical Piece removed fro.m the Sacrum ; (iii,) 
THE Growth which has been brought out at the 
Opening. 

without undue tension, until it is seen that the healthy 
bowel above the growth can be brought down to the 
anus. 

When this point has been arrived at, the bowel and 
growth are returned to the sacral wound, which is lightly 
packed and protected with dressings. 

The patient is placed in the hthotomy position, 
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and the mucous membrane dissected off the sphinc- 

« 

ters, until the freed bowel at the sacral opening is 
arrived at. 

The bowel and the growth are delivered outside the 
anus, and the growth removed by cutting through the 
healthy bowel above. This cut edge is attached to the 
sldn in the same way as has been described in the perineal 
operation. 

Precautions must be taken not to soil the healthy 
tissues when cutting through the bowel, and this can be 
prevented by ordinary care. 

The patient is replaced on the side, and the operator, 
having changed the gloves which he has worn until now 
for a fresh pair, finishes the operation by final irrigation 
of the wound with warm saline solution and a careful in- 
vestigation for any vessels that may require ligaturing. 
. The gauze that was temporarily inserted is removed, 
and a fresh strip is put in on either side to shut off the 
general peritoneal cavity ; the remainder of the wound 
cavity is lightly but carefully packed with iodoform 
gauze, and all the ends of these strips are brought out 
through the sacral wound. 

The upper part of the incision is brought together by 
interrupted silkworm-gut sutures, and copious packing 
is put on outside, the dressing of the two wounds being 
kept separate as much as possible. A T-bandage keeps 
these in place. 

Haemorrhage occurring after the patient is back in bed 
is in these cases a most serious affair if it is in any Way 
extensive, so that every precaution should be taken to 
prevent it. As a rule, very few vessels require ligaturing, 
and in many instances I have removed a large growth 
without Ugaturing any vessel at all. 

The sacral arteries at times run in grooves, and when 
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cut, retract and bleed freely. If pressure does not stop 
this, the bone should be hammered in on the vessel. 

If any vessel has been divided high up, and cannot be 
twisted or ligatured, the forceps should be left on and re- 
moved after twenty-four or thirty-six hours. 

If for any reason — such as collapse, etc. — time becomes 
a matter of importance, the patient can be left with six 
or more forceps on, gauze being packed around them. 

If haemorrhage recurs later, it is best treated by irriga- 
tion with a hot (110° F.) solution of hazeline and water 
(i drachm to the pint), and afterwards carefully and 
firmly packed with dry gauze. 

Contraction in the perineal operation, and also when, 
as in Fig. 46, a sacral anus is made, must be looked for 
at about the end of the third week. 

In the anal or perineal operations, when the gut has 
been stitched to the anus, the retraction and contraction 
will not be much more than occurs in an excision operation 
for haemorrhoids, and stricture is not likely to occur, 
provided the patients are properly looked after. By 
this I mean that when any contraction makes its appear- 
ance it should be gently but firmly pressed back all round 
by the finger, and in most cases it is not necessary to do 
this more than once or twice. When the contraction 
is not overcome by this method, a conical rectal plug 
must be used, as described in the after-treatment of 
haemorrhoids (see p. 65). 

In the case of a sacral anus a definite spur may form, 
which in most cases will persist as long as the sacral 
opening exists. If after removal of the growth the two 
ends of the bowel have been brought together anteriorly, 
but the posterior part is left open, when the wound ulti- 
mately closes an annular stricture occurs, which has to 
be treated by the constant passing of bougies. 
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For this reason mainly, it is most desirable to bring 
the upper end to the anus, after first excising the 2 or 
3 inches of mucous membrane remaining between the 
sphincter and the sacral anus. It will be found to be 
quite the exception when this cannot be done, especially 
when the peritoneum has been opened. 

The Combined Operation is one which is only necessary 
in certain unusual cases, and although a few excellent 
results have been published, it is not an operation which 
can be recommended as a matter of routine in these 
growths, because of the increased risks incurred. 

That a growth high up in the sigmoid can be removed 
by the ano-sacral method is well instanced by the following 
case : 

A female patient, aged thirty-three, was sent to me by 
Mr. H. M. Ramsay suffering from rectal haemorrhage. 
Twelve months previously I had operated on this patient 
for haemorrhoids. She made a good recovery, but some 
months afterwards the haemorrhage recurred, and evi- 
dently came from higher up the bowel. Nothing could 
be felt with the examining finger, so the abdomen was 
opened, and a large growth, freely movable, was found 
high up in the sigmoid. The patient's condition was such 
that one was not warranted in going any further at this 
time, and the wound was closed. 

Three weeks later the growth was removed by the ano- 
sacral method already described, and the healthy bowel 
above the growth was brought down and stitched to the 
anal skin. 

The length of bowel removed with the growth amounted 
in all to 13 inches. 

This patient eventually made a good recovery, and 
had complete control. 




The drawing shows the growth removed from the case 
quoted on p. 134. (i) shows the section through the 
infiltrated base of the growth ; (2) indicates where healthy 
mucous membrane existed above and below the growth. 
The whole length of bowel removed has not been shown 
in this drawing. Microscopically the growth proved to 
be an adc no-carcinoma. 

The original specimen from which this drawing was 
taken is in Charing Cross Hospital Museum, but it is 
not yet in the catalogue. 
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Fig. 41. 

The drawing shows a small indurated growth removed " 
by the ano-sacral method from an elderly patient, aged 
sixty-eight. 

The figures i and i indicate the centre and edge of the 
growth ; figure 2 indicates healthy mucous membrane. 

The growth felt freely movable when the patient was 
under an anjesthetic, but at the time of removal it was 
with much difficulty that it was separated from the 
junction of the upper end of the prostate and the bladder. 

The symptoms complained of were haemorrhage and 
pain in the back. On one occasion there had been a sudden 
forcible prolapse, which was reduced with difficulty. 

The original specimen from which this drawing was 
taken is in Charing Cross Hospital Museiun (No. nyjfl). 
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Fig. 42- 

The drawing shows a growth removed by the ano-sacral 
method from a male patient, aged seventy-two. The 
growth, which commenced ji inches from the anus, was 
mainly on the posterior wall, but extended roiind the 
bowel, and was ulcerated. 

Figure i shows the edge of the growth ; figure 2 shows 
healthy mucous membrane. 

Previous symptoms had been diarrhcea and loss of 
blood. He had lost 21 pounds in weight in four months. 

The original specimen from which this drawing is taken 
is in Charing Cross Hospital Museum (No. 1167). 
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The drawing shows a growth removed by the ano-sacral I 
method from a female patient, aged sixty-four. 

Symptoms : Diarrhcea, loss of weight, and some pain. 

The original specimen from which this drawing was j 
made is in Chnxing Cross Hospital Museum {No. I174). 
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The drawing shows a growth removed by the transsacral 
method from a male patient, aged forty-one. It formed 
a hard annular mass, which commenced about 3 inches 
up the bowel, and completely encircled it, forming a 
stricture. 

Figures i and i show the section through the indurated 
base of the growth ; figure 2 shows healthy mucous 
membrane ; figure 211 shows a nodule of growth covered 
with mucous membrane. 

Sjmiptoms : Diarrhcea for two months, followed by con- 
stipation for four months. Loss of weight. 

The original specimen from which this drawing was 
made is in the Charing Cross Hospital Museum (No. 1172). 
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—A Microscopical Section of a Well-marked Adeno^ 
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The following is an example of the class of case in which 
the combined method is desirable — in fact, necessary : 

A female patient, aged sixty-one, was sent to me by 
Dr. Dickman, of Holbeach, suffering from rectal carcinoma. 

The growth, when first examined, appeared fixed, but 
under an anaesthetic was freely movable, and removal 
by the ano-sacral method was decided upon. 

When the growth was freed and the peritoneum opened, 
the small intestine presented itself. This somewhat un- 
usual event, having regard to the position of the patient, 
was found to be caused by the firm adherence of a 
loop of small intestine to the large bowel opposite the 
growth. 

The sacral wound was stuffed with gauze, the patient 
turned on her back, and the abdomen opened in the mid- 
line. A lateral anastomosis was made of the small 
intestine, and the adherent portion was then cut free 
from the main small intestine and left adherent to the 
large bowel. This latter was now freed and pushed down 
towards the sacral wound, where it was pulled on by an 
assistant until the growth and adherent gut were outside. 
The patient had, unfortunately, a short mesosigmoid, 
and the bowel could with difficulty be brought to the 
sacral opening. The abdominal wound was now closed, 
and the operation finished by removing the growth and 
adherent intestine, and suturing the free edge to the 
sacral skin. 

The patient made a good recovery, but, unfortunately, 
the bowel sloughed for nearly 4 inches, and ultimately a 
colotomy was performed, when again some difficulty was 
found in getting the bowel up to the wound, because 
of the short mesocolon. In the end the patient re- 
turned to the country in good health, and continues 
well. 
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Such a complicatiun as this is nnusuai, and it was 
obviously necessary to open the abdomen to properly 
deal with it. But it can only be in some such unusual 
condition as the above that the combined method need 
be adopted. In fact, it should be regarded as 
(Emergency method rather than a method of routine. 
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Fni. 46. — Shows a Sacral Anus with 

Another point of interest which this last case showsa 
is the desirability of opening the peritoneum in removing 
any rectal growths which are not entirely infraperitoneal,] 
and yet freely movable. 

The choice of operation depends upon the situatioi 
of the growth. Those occurring within the first 3 i 
of the' bowel may be quite satisfactorily removed 1 
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the anal or perineal method. In the case of a limited 
plaque, it is strongly suggested that the whole circmn- 
ference of the bowel be removed from the anus well 
above the disease, as being preferable to only removing 
the part involved. 




Fic. 47.— Shows the Result akter the Aual Mucous Mem- 
brane HAS BEES REMOVED, WITH THE SPUE SHOWN IN 

Fig. 46, AND THE Upper End of the Mucous Mem- 
brane HAS BEEN BROUCHT TO THE AnuS. 



All other growths are best removed by the ano-coccygeal 
or ano-sacral method, and in all cases where it is possible 
the upper edge of the bowel should be brought to the 
anus, from which the mucous membrane has been pre- 
viously dissected. 
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When from any reason the bowel cannot at the time be 
brought down to the anus, it is sewn to the sacral wound, 
when some such result as is shown in Fig. 46 will occur. 

Later on the bowel is freed from the sacral opening, 
and is then brought down to the anus, after removing the 
intervening mucous membrane and any spur that may 
exist. 

These two diagrams are from a case which was shown 
at the Medical Society in 1904. < 

After-Treatment. — As soon as possible the patient 
is propped up in a sitting position to obtain dependent 
drainage. 

The outside dressings of both wounds are changed as 
often as is necessary. 

The gauze packing is changed on the third day, and it 
is better that gas and oxygen should be administered to 
the patient when it is removed. When this has been done, 
the cavity is well irrigated with a gentle stream of warm 
saline solution, and the wound space is lightly repacked. 

The irrigation and dressing is carried out twice a day, 
and peroxide of hydrogen and water are syringed into the 
cavity for cleansing purposes. A bath is given as soon 
as the patient is able to sit in one. During the first week 
sloughs are looked for, and removed as soon as possible. 

As soon as the wound presents a healthy granulating 
surface, the dressing need only be done once a day. In 
a big wound a change in the kind of dressing is often 
beneficial : cyanide gauze is used instead of iodoform or 
plain gauze, and this is changed for red lotion for a day or 
so, and by thus ringing the changes the healing of the 
wotmd is much hastened. 

The first aperient is given on the fiith day^ On the 
seventh day some gentle laxative is given, and from now 
on the bowels should act regularly once a day. 
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The intestiaal antiseptics are continued as soon as the 
patient is able to take them after the operation. 

Food should be light and digestible, and semi- 
solids should be given as soon as possible, as liquid diet, 
produces discomfort, due to flatulence and distension. 

Stimulants are more often required than not, and the 
quantity given will depend upon the patient's previous 
habits. 

Drugs, — ^These consist of morphia and strychnine. 
One or two hypodermics of morphia are given when pain 
is predominant, but more often collapse is the condition 
to be treated, and strychnine should be freely given if 
necessary. 

At the same time, strychnine should not be given in- 
discriminately, because a certain amount of collapse is 
what might be termed a natural sequence, and in itself 
desirable up to a certain point after an operation, as it 
keeps the blood-pressure low, and to a great extent will 
prevent haemorrhage. 

Abdominal distension may occur during the second 
or third day, as in any ordinary abdominal operation, 
and must be at once dealt with by passing a long flexible 
rectal tube. This usually gets rid of the flatus causing 
the distension, and when this fails a sdlt and water enema 
is often beneficial. The partial sitting-up of the patient, 
which has been suggested for purposes of drainage, will 
also help in the avoidance of distension. 
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CHAPTER XII 

COLOTOMY 

CoLOTOMY is an operation which is constantly being 
required for various conditions in connection with the 
surgery of the rectum. 

It is frequently done as a temporary measure in the 
treatment of rectal ulceration, and may be necessary as 
a permanency in advanced conditions of this disease. 

It is also necessary in many cases of fibrous stricture, 
from whatsoever cause arising. 

It may have to be done as an emergency operation in 
intestinal obstruction which has become acute. 

In malignant growths of the sigmoid and lower bowel 
it is often done as a preliminary operation to removing 
the growth — in fact, some surgeons do this as a matter 
of routine. 

When a growth has been removed, but the bowel can- 
not be brought down, nor even the two ends approxi- 
mated, colotomy becomes necessary. 

In the majority of inoperable growths colotomy must 
eventually be performed, either for the reUef of the 
obstruction or pain, or for the purpose of preventing 
septic absorption by cleansing the growth by irrigation. 

It will thus be seen that colotomy is frequently neces- 
sary in the surgery of this part of the alimentary canal, 
and as it is an operation which has not infrequently to 

146 



Colotomy i47 

be perfonned in cases of emergency, it is essential that 
every medic^ man should be f afiiiliar swith the 'technique 
of the operation. 
\ Luptbar colotomy is an obsolete operation, and will not 

be discussed. 

. . • • • • 

Inguinal colotomy is the one operation now performed 
for the purposes already mentioned. 

There are many different methods of doing an inguinal 
colotomy, but I only propose to describe that which I 
usually do, and which, with slight modifications, I have 
done for over twelve years. 

The main aim in doing the operation is to prevent any 
of the contents of the bowel above passing beyond the 
opening in the colon into the bowel below. 

In cases of obstruction the first aim is, of course, to 
unload the distended bowel. 

Preparation. — In these cases the patient should not 
be purged — ^indeed, it is almost better to give an astrin- 
gent ; but in any case no preparatory purging is necessary, 
and when there is partial obstruction this is more strongly 
contra-indicated than ever. 

This somewhat dogmatic statement is made on the 
supposition that an opening is made in the bowel, and 
a tube inserted at the time of the operation. This is my 
invariable custom. 

OperatioiL — ^A 2-inch skin incision is made i^ inches 
from the anterior superior spine at right angles to a line 
drawn from this bony point to the umWlicus. 
*■ The fascia of the external oblique muscle is divided 
along the length of the woimd (Fig. 48). 
• The edges of the wotmd are retracted, and the fibres 
of the internal oblique and transversaUs muscle are 
sepsurated, as shown in Fig. 49. 

.• The transversalis fascia is held up with forceps, and 
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notched with a scalpel. This may open the peritoneum I 
as well, when usually a piece of omentum protrudes.! 
The peritoneal edges are held up with forceps, and theJ 
opening is enlarged by dividing the peritoneum withj 
scissors the length of the wound. 
The colon is now searched for and brought out of the 1 
- wound, and the operator informs himself as to the length 




Fig. 48.— Shows the Incision kor an Inguinal Colotomy. 

of the mesocolon, and also he must be quite sure which J 
is the upper and which is the lower part of the colon, as I 
otherwise, when there is a long slack mesocolon, the I 
portion of bowel brought out and opened may be coiled! 
on itself, and compUcarions may occur later because of! 
this. 

When the growth is in the sigmoid, its extent and i 
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situation and its mobility or fixity can be made out ; also 
the condition of the Ijonphatic glands can be ascertained, 
and the viscera can be examined for secondary growths. 

The peritoneal edges are attached to the skin by a few 
fine silk sutures, and at either extremity two long sutures 
are passed through the skin and peritoneum from one 





Fic. 49,— -Shows the Method of separating the Muscle 
Fibres, exposing the Transversalis Fascia. 



side to the other. These last two are not tied for the 
moment, but are left long (Fig, 50). 

When eventually they are tied they shut off the sub- 
cutaneous and muscular planes of tissue, and prevent 
contact between them and the colon. 

The colon is now pulled out, and a stout silk suture is 
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passed through the mesocolon by a needle, and then 
through the skin well on to the abdominal wall (Fig. 51). . 
This suture is now tied, and in doing this a ' spur ' is 1 
formed, and the approximation of the colon to the ' 
parietal peritoneum shuts off the general peritoneal 
cavity on that side. 




Fig, 5a — Shows the Parietal Peritoneum opened and 
Sutured to the Skin ; also the Two Long Untied \ 
Sutures, which are subsequently tied up. 

The colon is seen at the bottom of the wound. 

Two forceps are apphed to the long axis of the exposed 
colon, about 1^ inches apart, and the bowel is packed j 
round with gauze between it and the skin incision. 

The bowel is opened with a pair of scissors in the.1 
transverse axis, and the opening should be under I inch \ 



^ 



Colotomy 1 5 1 

in size. When this cut has been made, it will be found 
that the muscular coat contracts, but the mucous 
membrane does not do so ; consequently the opening 
into the bowel will only be about J inch in diameter 
(Fig. 52). 

Two pairs of forceps are now attached to the edge of 




Fig. St.— Shows the Colon pulled out and a Stout Silk 
Ligature passed through the Mesocolon, and then 
throui;h the Skin, as indicated by the Dotted Lines. 

This ligature, when tied, brings up the colon, and shuts off the main 
peritonea! cavity. 

the mucous membrane, and if any vessel is bleeding it is 
included in the forceps. A Paul's glass tube of medium 
size is now inserted into the bowel through the small 
opening. This is easily done with a httle manipulation, 
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and it is not at all necessary to make the opening larger, 
as the tissues are elastic and stretch readily. 

One assistant holds the tube in position, and another ' 
steadies the colon by holding up the forceps, A stout 
silk hgature is passed round the tube outside the bowel, 
and is manipulated until it lies over the groove in the ' 
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. 52.— Shows the Colon 

tube, when it is tied els securely as possible. This com- 
pletes the operation (Fig. 53). 

When the operation is not required to relieve a dis- 
tended colon, it will be found that the two forceps applied 
before the opening is made will control to a large extent 
the outflow from the bowel if there is any, and also any 
hemorrhage. 
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An assistant wipes away any intestinal contents, and 
the gauze will prevent leakage into the peritoneal cavity. 

The stout ligature which ties in the tube and sur- 
rounds the colon stops all hiemorrhage, and a piece of 
wool placed in the upper opening of the tube prevents 
anything from coming out. 



Fig. 




■Shows the (.:lass Tube tied into the Openlnc;. 



The mucous membrane round the tube is carefully 
cleaned, and the exposed colon is washed over with 
sahne solution. 

The packing is removed, and sterilized gauze applied 
over the colon. ' Green protective ' should not be used. 
The tube is surrounded with wool, and a many-tail 
bandage keeps both dressing and tube in position. 
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When the operation ia requiied for the rdKel of ob- 
struction associated with' a distended i^ldn it wffl in 
most *c^stses bo undesirable, and sometimes impossible, 
to tie in a tube, before the distension of the colon has 
been reUeved, 

In such a case the colon is pulled well out to the left 
anterior superior spine, as shown in Fig. 51, and the 
patient is tilted towards that side. The bowel is opened 
in the most dependent place, and allowed to drain until 
the colon is empty. The tube is then tied in, the bowel 
washed over with saline solution, and the operation is 
finished by passing a suture through the mesocolon, 
which is tied up to the skin, as shown in Fig. 52* 

In cases of excessive distension of the colon, or when . 
the mesocolon is short, it may not be possible to deUver 
the colon outside the incision, and in these cases, as in 
all others where the colon is distended, no force must be 
used; otherwise the bowel will tear, and flood the peritoneal 
cavity. 

. Under such circumstances the colon is left alone, and 
a loop of distended small intestine as near the csecrnn 
as possible is brought out and incised. By this means 
the large bowel is emptied. 

When the colon is sufliciently emptied, the opening in 
the small intestine is sewn up, the loop is washed and 
replaced in the abdomen, and then the operation for 
colotomy is proceeded with. 

When the colotomy is required permanently, as in 
cases of inoperable c^dnoma or inoperable fibroiia 
stricture — ^when, in fact, there is no hope of ^v* closit^ * 
the openii^ — it is bettet to, divide the bowel stmight 
across, and to tie a glass'tube in each end. This meftod 
doQS away with any pos^bUity of the bowel contents 
passing, into the lower s^^ment: Also if, for porpoie^of 
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temporary relief, it is thought desirable to attempt the 
removal of a grow-th or to excise a stricture when the 
peritoneum is opened and the bowel pulled on from 
below, this will not interfere with the colotomy, as the 
two ends are separated (Fig. 54). 

This is a point of some interest, and one which must 




Fit;. 54.— Shows the O 

Colotomy the Bowel is diviheo across 
TIER IN Each End. 



be borne in mind when an excision is contemplated after 
a preUminary colotomy. 

Even moderate traction on the lower segment results 
in most cases in a disappearance of the spur, and the 
bowel is retracted into the abdomen. 

The fact has already been mentioned that colotomy is 
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often done as a routine operation previous to an excision 
of the rectum. 

Personally, I do not think it either necessary or ad- 
visable to do this unless some special reason exists. 

A preliminary colotomy entails another operation to 
close the bowel, which, with that for excision, necessitates 
three operations instead of one. 

In most cases the preliminary treatment mentioned on 
p. 118 will control the bowel contents sufficiently to 
enable the excision to be carried out without any trouble 
arising from this source. 

When the excision is performed, the retraction of the 
opening and disappearance of the spur is the usual result 
as far as the colotomy wound is concerned, and this 
immediately does away with most of the benefits of the 
preliminary operation. 

The following case is an example of a special cause 
existing which necessitated a preUminary colotomy : 

A man was admitted to Charing Cross Hospital under 
my care suffering from a distended abdomen, and a 
history of constipation lasting six days. He evidently 
had obstruction, and from the subacute symptoms and 
the shape of the abdomen it was probably due to some 
obstruction low down in the large bowel. 

When the patient was anaesthetized, nothing could be 
felt by the rectum, and unfortunately, owing to an acci- 
dent, the sigmoidoscope could not be used. 

The abdomen was opened in the mid-line, and when 
the hand was passed into the abdomen a small hard 
growth was found in the upper part of the sigmoid. 
Having regard to the condition of the intestines, it was 
not possible to remove the growth at this time ; there- 
fore the central wound was sewn up, and a colotomy 
was performed on the lines already mentioned. When 
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fhe bowel was opened and the tube inserted, nol 
escaped, bat during the next twenly-f our hours several 
pints drained through the tube, and the man was relieved 
from the distension and obstruction. 

The future treatment of this case was that the abdomen 
was reopened in the mid-line, the patient being in the 
Trendelenburg position, and the growth was excised, the 
ends of the bowel being brought together by an end- 
to-end anastcmosis. Later on the colotomy wound will 
be closed. It is only under some such exceptional cir- 
cumstances as this that, in my opinion, a preliminary 
colotomy is necessary. 

AfteF-Treatment. — ^An aperient is given on the fourth 
day, and when this has acted thoroughly the glass tube 
is cut out, and the various sutures removed. If the skin 
is at all inflamed a fomentation is applied for twenty-four 
to forty-eight hours, after which dry dressings are used. 

The wound must be carefully inspected during the first 
ten days for any subcutaneous suppuration which may 
occur at either end of the wound. This is particularly 
likely to occur in cases of rectal ulceration. 

The protruding bowel usually becomes oedematous, and 
forms a large mass at first. This need not cause any 
alarm, as eventually the oedema subsides, and the bowel 
becomes normal. 

The diet is carefully chosen, that the bowel may not be 
irritated, and so prevented from acting r^ularly. 

IntesUfkd AnHsef^ids. — The taking of these should 
become a habit in these cases. By doing this the intes- 
tinal contents are rendered practically odourless. 

A colotomy betty specially devised, must be worn when 
possible, and the best I have seen are those which have 
a small dark-coloured glass bowl, which fits over the 
opoied colon. 
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Prolapse of one end or the other of the colon is not an 
uncommon occurrence. It usually occurs from the upper 
end, and appears after the patient has been up and about. 

It occurs at times even after every precaution has been 
taken to prevent it, and when the prolapse is 3 or 




Fic. 55.— Shows the Appearance oi' a Hood Colotomv Wound 
AT THE End of Five or Six Weeks, 



more inches in length the condition may become dis- 
tressing to the patient. 

If the colotomy is to be permanent, the prolapsed bowel 
may be amputated, or the bowel may be secured in posi- 
tion to the fascia transversalis by a few sutures in a similar 
method to that described in the operation for sigmoido- 
pcxy (see p. 84). 
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When once the patients have become accustomed to 
the altered conditions, they iinprove very much, and are 
relatively contented. 

The idea of a colotomy is naturally repugnant to people, 
but the relief obtained by the operation is so great that 
the usual statement made by patients who have sub- 
mitted to it is that they wish they had consented to have 
it done sooner. 






CHAPTER XIII 
THE DIAGNOSIS OF RECTAL DISEASES 

The diagnosis of surgical ailments is usually made with 
correctness in straightforward cases by most medical 
men in all regions of the body, with the notable exception 
of the rectum. 

That this is so is a matter of common knowledge to 
most surgeons, and especially to those of us who have 
exceptional opportunities of seeing cases of rectal diseases. 

The cause of this is in the lirst place the fault of those 
who teach surgery, in that the importance of the surgery 
of the rectum is not recognised by them as lecturers. 

The lecturer or teacher is himself probably not in- 
terested in the subject, and, of itself, it is not a subject 
which will interest the ordinary student. 

In the out-patient room rectal cases are rarely, if ever, 
examined by students, and the same may be said of the 
ward-dressers. 

The house-surgeon usually rather makes it his business 
not to admit rectal cases than otherwise, and so the 
qualified medical man embarks on his career with little 
or no knowledge of the surgery of this region of the body. 

Consequently, when these cases come for treatment 

the investigation is of a perfunctory character, the 

diagnosis often haphazard, and the treatment falls in 

with the rest. 
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It is essential to recognise that a proper knowledge of 
diseases of the rectum is of real importance to the man in 
general practice. 

If anyone who has been in practice for even a short 
time thinks for a few moments over the cases which he 
sees, the large percentage of rectal cases will at once be 
obvious. 

It would be much to the benefit of the young qualilied 
man and of his future patients if, in addition to attending 
various special hospitals for eye, throat, skin and other 
diseases, he should also attend some hospital which is 
given over to rectal work. He would then get practical 
experience in the surgery of the rectum, which would be 
of the greatest use to him for the remainder of his pro- 
fessional life. 

This fact is well appreciated by a large number of 
Canadians and Americans who come over each year and 
attend the out-patient clinique, and see the work in 
the operation theatre at St Mark's Hospital. These men 
return to their countries with a knowledge of the subject 
which enables them to undertake the treatment of rectal 
diseases, with much benefit to all concerned. 

Examination of Patients. 

The personal history of the patient should be listened 
to up to a certain point, but if the narrator wanders from 
the subject, then one or two leading questions should be 
put, with the aim of arriving at the main symptoms which 
the patient complains of. 

Pain, irritation, haemorrhage, discharge, and prolapse 
are the chief symptoms, and with these may be associated 
constipation or diarrhoea. Mental depression is often a 
marked symptom. 

II 
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Pain. — The character and time of the pain are im- 
portant. If the pain commences when the bowels act 
or soon after, and is acute, possibly paroxysmal, or if a 
sudden neuralgic pain occurs, irrespective of the action 
of the bowels, then the cause is probably to be found in 
some lesion of the crypts of Morgagni. 

In such cases digital examination is often most painful, 
so much so that it is better to postpone any examination 
until the j)atient is under an aniestlietic. 

When the pain is of a throhhim^ cliaracter, it is usually 
due to some acute or subacute^ inflammatory trouble, and 
an abscess may exist. In thesc^ cases tlie patient's 
temperature should be taken. 

When the pain is of a dulL aching character, more or less 
continuous, and associated with some discliarge, it may be 
due to fistula, ulceration, hcemorrhoids, })rolapse, polypus, 
villous growths, or carcinoma. The })ain of this latter 
is often associated with abdominal pain caused by 
stenosis produced by the growtlis. 

Irritation, when constant, is nearly always due to 
pruritus ani, but it occurs to a certain extent with other 
rectal ailments. When pruritus ani is tlie cause, the 
local condition as described in Chapter II. will be seen. 

Haemorrhag'e is a frequent symptom in various rectal 
diseases. It may occur in connection with ulceration, 
including fissure, haemorrhoids, prolapse, polypi, villous 
tumours, and carcinomatous growths. No diagnosis, 
therefore, should ever be made until after a proper ex- 
amination of the rectum. 

It is in connection with this particular symptom that 
such grave mistakes occur. A patient with haemorrhage 
from the rectum consults a medical man. For some 
reason no rectal examination is made. This may be 
because of some objection raised by the patient to such a 
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proceeding ; but whatever the reason, it cannot be an 
adequate one. In fact, it should be made an absolute 
rule that no medical man should continue to treat a case 
of rectal haemorrhage without making a complete and 
thorough investigation as to the cause of it. 

Many cases of carcinoma recti have come under my 
care which for weeks and months have been treated as 
cases of haemorrhoids, without any examination having 
been made, and all the harm possible has happened in 
consequence. 

Discharge. — When this consists of mucus, it is caused 
by chronic irritation, which may be produced by haemor- 
rhoids, prolapse, villous growths, or carcinoma, or some 
general condition of the mucous membrane of the colon, 
entirely apart from the rectum. 

When the discharge is purulent, it is due to an abscess 
or some ulcerative condition of the rectal mucous mem- 
brane, or to carcinoma, in which case the characteristic 
odour will be present ; or, again, it may be due to a con- 
dition of cohtis, when a sigmoidoscopic examination 
should be made. 

Constipation of itself is rarely, if ever, due to any local 
rectal disease, with perhaps the exception of fissure. 

Constipation alternating with diarrhoea occurring after 
middle age is always suggestive of new growth. 

DiarrhOBa occurs in cases of rectal ulceration, and also 
in cases of new growth. 

Diarrhoea in cases of rectal ulceration is frequently 
mistaken for dysentery-, because no proper examination 
of the lower bowel has been made. 

Painless diarrhcsa occurring in an otherwise healthy 
subject, and associated with loss of weight, is frequaitly 
due to carcinoma of the lower bowel. 

The local exandnatioii of the anus and rectimi should 
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be carried out in a proper methodical manner, and should 
not be made a process of mere perfunctory digital ex- 
ploration. 

Let the buttocks be in a good light, so that everything 
may be seen. The patient is best examined lying on a 
couch, on the left side, with the head low, the left arm 
behind and the right knee bent. 

Men are often best examined in the knee-elbow position. 
When the buttocks are well separated, the anal skin is 
carefully examined and palpated, and the anal skin folds 
are separated as much as possible. Any fissures or clefts 
are then brought into view, and any swelling can be 
felt. 

If an abscess is present, it can be both seen and felt ; 
and if a fistula exists, the direction of it can be palpated 
with the finger. 

Any prolapsing piles can be seen, especially if the 
patient endeavours to force them out. 

Digital examination should be gently carried out. 
Sometimes the sphincters are strongly contracted, but 
force is not necessary to overcome this, and should never 
be used. 

Gentle pressure with the finger gradually overcomes 
the resistance. 

This examination must be made with some regard to 
what the patient's symptoms are, and the first 2 inches 
of the rectum should be carefully explored, any painful 
areas noted, and the condition of the lining membrane 
should be made out. 

When the mucous membrane is reached, the presence 
or absence of piles may be recognised, and any sub- 
mucous inflammatory track can be mapped out. Polypi 
and any other form of rectal growth within reach of the 
finger can easily be felt. 
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When the finger is withdrawn, the presence^ or absence 
of blood or discharge should be noticed. 

The only speculum of any use is the bivalve speculum, 
shaped hke a mussel-shell. This is easily introduced, and 
the whole circumference of the lower i^^ inches of the 
bowel can be investigated thoroughly. 

It must be remembered that in introducing the speculum 
the tissues are pushed in, and that any lesion seen wiU 
appear farther up the bowel than it really is. 

The only other rehable* method of examining the bowel 
which is beyond reach of the finger is by means of the 
sigrmoidoscope. 

With this instrument the rectum and sigmoid can be 
thoroughly explored, to the length of 25 to 30 centi- 
metres, and any abnormal condition of any part of thie 
bowel within these limits can be made out. 

Those intending to use this instrument should see it 
used first by someone who already has a knowledge of 
it. It must be remembered that in using the sigmoido- 
scope no force must be employed. 

The abdomen should always be examined in every case 
of new growth, or when the symptoms suggest such a 
condition. 




Abrasioks 

Abscesses : Ischio-rectal 

Pelvi-reotal 

Submucous . . 

Su btegumentary 
After-treatment 
Anal irritation 
Ano-rectal ulceration 

Carcinoma 

Diagnosis of . . 

Excision in . . 

Perineal method of operation in 

Ano-cocoygeal method of operatio 

Ano-sacral method of operation in 

Combined method of operation in 
Cases of excision of rectum 
Colotomy 

Condirions requiring . 

Preparation for 

Operation 

After-treatment 

Prolapse after 
Contraction 



134. 140 

I4« 

146 

147 

147. IS" 

■■ IS. 

65." 



Diagnosis of rectal 
dschaivfi aod diairhcu 



Ejonninatjon of patiMita 
nstnte, mieties of 



1 68 



Index 



Haemorrhoids, diagnosis of 
Operations on 
Signs of sepsis after operation on 



Intestinal antiseptics 

Irritation 

Itching 

Mistakes in diagnosis 
Morgagni's crypts 

Neoplasms, Adenoma 

Polypi 

Villous tumours 
Normal rectum . . 

Proctodeum 

Prolapse and procidentia 

Pruritus ani 

Sacral anus 
Sphincter muscles 
Stricture of rectum 
Suppurative folliculitis 



FACES 

. 58 
61 

119 

7 
7 

162 
3.4. 5 

107 
103 
108 

3 

2 

75 
7. 10 

133 

3 

87 
22 



Baiilicre, Tindall & Cox, 8, Henrietta Street, Covent Garden 



LANE MEDICAL LIBRARY 



To avoid fine, this book should be returned on 
or before the date last stamped below. 






/, 



x 



Id 

r "V 



•fi 



K544 
W214 
1907 



Wallis, Frederick C, 
Surgery of tiie rectu: 

38917 



NAME 



! DATE DUK 



:S .t/luJUov^ i^,Ui^4^0^ 



